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Ulster Looks Ahead 


IVE days in and around Belfast is sufficient to 
convince the visitor from ‘across the water’ of the 
great progress being made in Northern Ireland; 
though spending three days at the country’s first 
comprehensive Health Services Conference, held at Queen’s 
University from September 10-12, meant that there was 
all too little time to see as much as one would have liked 
of the actual hospital and public health services at work. 

The conference was sponsored by the Northern 
Ireland Tuberculosis Authority, the General Health 
Services Board, the Hospitals Authority and the Associa- 
tion of Health Committees with support from the Ministry 
of Health and Local Government and the University. It 
provided a common meeting ground for senior admin- 
istrative staff in hospitals and public health, officials of 
local and national government and visitors from England, 
Scotland and the Isle of Man. Also present were the ward 
sister students taking the course at the pleasant head- 
quarters for Northern Ireland of the Royal College of 
Nursing, in nearby College Gardens. 

Mr. J. L. O. Andrews, Minister of Health and Local 
Government, set the tone in his opening address when 
he said that the purpose of the con- 
ference was “‘not to look for easy 
answers and invent new slogans but 
to give everyone a chance to get 
together and talk about common 
problems.” 

This ‘getting together’ is the 


which impresses the visitor more than 
any Other. The size of the country 
makes it possible for everyone in 


NORTHERN IRELAND 
SPEECHMAKING CONTEST 


public life to know each other personally. Perhaps this is 
why so much gets done. But practical problems are 
many. Transport costs are higher in Northern Ireland 
and, in common with the rest of the United Kingdom, 
many hospital buildings were neglected or only temporarily 
repaired before the war and were planned long before any- 
one could foresee today’s needs. 

In spite of all this however, Northern Ireland has over 
a thousand more beds now than it had five years ago; and 
many more are planned,.including new hospitals at 
Enniskillen, Dungannon, Londonderry and Belfast. New 
health centres have been built at Downpatrick, Newry, 
Cregagh and Dungannon and two more are planned for 
Moyle Hospital, Larne, and for Belfast. The Royal 
Victoria Hospital is to have a new outpatient department, 
special units for the care of mental defectives are being 
built in Belfast and many new buildings are being erected 


for the same purpose at Muckamore Abbey. 


Pictures, models and plans of some of the new hospital 
and public health buildings were on view in the beautiful 
blue and cream Sir William Whitla Hall where the con- 
ference was held. Nearby, in a street chosen one felt with 


Above: Miss Joan Mc Killen of Ards Hospital (middle row, left) 
who won the Northern Ireland speechmaking contest of the Student 
Nurses’ Association, with the other competitors. Front row, left to 
right, Miss Elizabeth Coote; Miss Enid George; Miss Iris Barr; 
Miss Margaret McCrory; Miss Rhoda Brown. Middle row, right, 
Miss Margaret Boyle. Back row, left to right, Miss Anne Murphy, 
Belfast City Hospital, who came second; Miss Gertrude Usher, 
Royal Belfast Hospital for Sick Children, who was third, and Miss 
Rhoma McEneany. 


Left: Mrs. J. L. O. Andrews (centre), wife of the Northern 

Iveland Minister of Health and Local Government, who presented 

awards, with the judges, Professor W. H. Rodgers, Miss E. Lyons 

and Mr. Harold Goldblatt, and Miss D. Melville, chairman of the 

Royal College of Nursing Northern Iveland Committee, second 
from. right. (See report last week.) 
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surely a true Irish touch—Chlorine Gardens—the latest 
equipment and displays by several health organizations 
vied for spectator interest with fine examples of handi- 
work by patients in mental and tuberculosis hospitals. 

Visits to three hospitals provided more concrete 
evidence of progress. The new geriatric unit now being 
built at the City Hospital, Belfast, has wide day spaces, 
sun lounge, and conversation rooms (for patients who 
want private talks with their visitors or with a lawyer 
or priest), will contain its own occupational therapy 
department with a rehabilitation kitchen and a physio- 
therapy department, and will provide treatment for 80 in- 
patients. 


Also seen was the experimental surgical unit at Mus- | 


grave Park Hospital which is being watched with great 
interest. Its fame somewhat overshadows the hospital 
staff's own transformation of wartime huts to bright 


Topical 


New Minister of Health 


THE APPOINTMENT of Mr. Derek Walker-Smith, M.P. 
for East Hertfordshire, and former Minister of State for 
the Board of Trade, to succeed Mr. Denis Vosper as 
Minister of Health, was announced among this week’s 
Government changes. The new Minister, who was educated 
at Rossall and Christ Church, Oxford, later studied law 
and was called to the Bar in 1934, becoming a Q.C. in 1955. 
He entered Parliament in 1945 after serving with the 
Royal Artillery (T.A.) in staff appointments from 1939 
and during the latter period of the war was at SHAEF 
with General Eisenhower; he received the award of the 
Legion ad’ Honneur. From 1951-55 Mr. Walker-Smith was 
chairman of the 1922 Committee of Conservative back- 
benchers; he was Parliamentary Secretary to the Board of 
Trade from 1955 to November of last year when he became 
Economic Secretary to the Treasury. Since the prolonged 
illness which has caused the resignation of Mr. Denis 
Vosper, the Parliamentary Secretary to the Ministry of 
Health, Mr. Vaughan-Morgan, has carried out the Min- 
ister’s duties; he now succeeds to the post of Minister of 
State at the Board of Trade and the new Parliamentary 


Matrons and chief male nurses from general and mental hospitals 
who are taking the special course in personnel administration at the 
| Royal College of Nursing. 
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homely wards by the addition of new floorings, modern 


equipment and fresh paint. A visit to Purdysburm 
Hospital to see the dual-purpose buildings, designed 
for quick adaptation from peacetime to wartime use, 
developed into a whole day’s tour of this large mental 
hospital where a new catering and recreational centre is 
also being built. The tour was made all the more interest- 
ing by the ‘guide’, an assistant matron newly returned 
after five years’ general hospital nursing and very enthusi- 
astic about the great changes which had taken place 
during her comparatively short absence. 

Flying back to London, a golden city in the sunset, 


one had the feeling that people in the health hh in 
eir 


Northern Ireland were tackling their problems in 

own inimitable way. Perhaps something of the Ulster 
informality and approachability might be a _ happy 
ingredient to incorporate elsewhere. 


MR. DEREK 
WALKER-SMITH 
The new Minister of 
Health — a photograph 
taken earlier this year on ™ 
his veturn from South 
Africa after a Board of 

Trade tour. 


Secretary to the Min- 
istry of Health is Mr. 
Richard Thompson, 
Member of Parlia- 
ment for Croydon 
South. 


To Study Clinical Teaching 


Miss CONSTANCE BIDDULPH, a sister at Manchester 
Royal Infirmary, has been awarded a British Red Cross 
Florence Nightingale scholarship which will enable her to 
take a special course at the University of Washington, 
Seattle, with clinical teaching as the main subject of study. 
Miss Biddulph trained at Manchester Royal Infirmary 
from 1942-46, winning the gold medal. She took mid- 
wifery part 1 at Queen Charlotte’s Hospital, London, and 
part 2 at St. Mary’s Hospital, Manchester. For the next 
two years she was a ward sister at her training hospital 
and subsequently took the B.T.A. certificate (with honours) 
at Baguley Hospital, near Manchester. She took the Sister 
Tutor Course at the Royal College of Nursing and gained a 


distinction. From 1952-54 Miss Biddulph was a sister © 


tutor at The Middlesex Hospital, and from that time has 
been orthopaedic and casualty ward sister at Manchester 
Royal Infirmary. She leaves Manchester on December 30 
for Montreal, travelling by air, and is due at Seattle on 


January 3. 
To Prevent Flammability 


EVERYTHING done to promote the adoption of non- 
flammable materials and so lessen the risk of burns is a 
step in the right direction. It was, therefore, most 
encouraging to see the very large and representative 
gathering who watched a demonstration of a new process 
for treating cellulosic materials such as cotton, viscose 
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At the ‘Safe from 
Fire Risk’ exhibi- 
tion. The wigwam, 
dungarees and shirt 
ave all treated with 
the new anti-flame 
finish, 


rayon, cupram - 
monium rayon, 
linen and jute; 
the fabrics that 
present the great- 
est hazard. When 
treated with 
‘Proban’, thenew 
anti-flame finish, 
instead of the 
material becom- 
ing a sheet of 
flame within 15 
seconds (a fact 
which was dem- 
onstrated), the treated fabrics only caught fire at the 
actual point at which the naked flame was applied, 
and did not spread, merely becoming blackened and 
charred—not even smouldering. The process is permanent, 
thus there is no risk of a false sense of security; the 
process is also claimed to confer crease-resisting, non- 
rotting and shrink-resistant qualities—terms which, with 
‘drip-dry’ or ‘non-ironing’, are constantly on the lips of 
the public. If there is as much insistence when buying 
clothes and furnishings on anti-flame properties, there will 
be fewer preventable burn tragedies in hundreds of homes. 
Mrs. F. P. A. McLaughlin, M.P., who opened the demon- 
stration and exhibition in London, and who has made the 
. prevention of home accidents her special subject, called 
it murder by consent to use highly flammable materials 
for clothes—more especially children’s and old people’s 
clothes. She hoped that all concerned would use every 
opportunity of bringing home to the public this all- 
important aspect of accident prevention. Some hospitals 
are already using materials treated with this non-flame 
finish for curtains, cubicle curtains, and other articles 
at risk. An important development is a non-spark cover 
for electric blankets (British Standard 2612-1956). 


Student Nurse Speakers 


THE WINNER of the Student Nurses’ Association 


London Area Speechmaking Contest held at the Dread- 
nought Seamen’s Hospital on September 11 was Miss C. 
McNeill Love, student nurse at The London Hospital, and 
the runner-up was Miss M. Heath of Guy’s Hospital. In 
the Eastern Area Contest held on September 13 at West 
Suffolk General Hospital, Bury St. Edmunds, the winner 
was Miss I. Slocombe, who is training at Poole General 
Hospital, Poole, Dorset, and the runner-up was Miss M. 
O’Neill, from the Southern Hospital, Dartford. Reports 
will be published next week. 


Night Visiting Service 

THE MARIE CURIE MEMORIAL FOUNDATION is to 
inaugurate, at first for a test period of six months, a night 
visiting service for London cancer patients nursed at home. 
Two nursing officers are to be appointed, both with full 
district nursing qualifications and experience, and it is 
intended that patients shall receive one or two visits 
during the night as may be necessary to meet strictly 
medical needs such as injections, dressings or nursing care, 
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but not for night sitting or domestic needs. The service 
will start on October 2, and no fees are to be levied during 


_ the test period, although patients and their relatives may 
wish to make donations to the headquarters of the 


Foundation direct. The two visiting nurses are to be 
based at the Foundation’s home: at Edenhall, 11, Lynd- 
hurst Gardens, London, N.W.3, and for the duration of 
the test period applications can only be considered for 
patients living in the London postal areas of N.W.3, 
N.W.5, and N.W.6. Written or telephoned requests for 
this service should be made by the patient’s doctor to 
HAMpstead 1186, between 9 a.m. and 5 p.m. The service 
is not available to those families able to pay for night 
nursing but sympathetic consideration will be given to 
cases where the family is willing to pay for a night nurse 
but is unable to obtain one, or for a brief temporary period 
while arrangements for a night nurse are being made. 


Attacking. Cancer in Scotland 


REGIONAL CANCER COMMITTEES should be set up 
under regional hospital boards as a first step in the further 
development of cancer services in Scotland to ensure early 
diagnosis, and the efficient treatment and after-care of 
cancer patients, states the Department of Health in a 
memorandum sent to the regional boards. The memor- 
andum, prepared by the Standing Cancer Committee set 
up by the Secretary of State’s Scottish Health Services 
Council under the chairmanship of Professor J. S. Young 
of Aberdeen University, emphasizes that cancer should 
not be regarded as a specialty in itself, and that special 
cancer hospitals should not be established. Clinics should 
be set up at suitable local hospitals to obviate lengthy and 
sometimes unnecessary journeys by patients to major 
centres, and also to make effective follow-up examination 
easier. There should also be a headquarters hospital or 
hospital group where surgery for every form of cancer is 
available and where radiotherapy of all types is provided. 
This would extend in the two largest regions to the most 
complicated and expensive apparatus such as the new 
radiotherapeutic unit at the Western General Hospital, 
Edinburgh, costing £380,000 and equipped with the 
latest apparatus, including a four-million volt linear 
accelerator officially opened in July. Facilities for the 
most modern treatment of cancer, including a linear 
accelerator and a cobalt unit, are also planned for Glasgow. 
“For the most specialized treatrnent—whether by surgery, 


radiotherapy or other means—patients from any part of — 


Scotland should be transferred to the appropriate hospital.” 
Close liaison should also be established with the appropri- 
ate university departments in order to promote research. 
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Medicine in the Atomic Age 


by SIR ERNEST ROCK CARLING, F.R.C.S., F.R.CP., 
Chairman Emeritus, International Commission on Radiological Protection. 


visitors, all from one county, is the keynote to 
medicine therein. 

It does not matter what subject you are studying, to 
get a proper understanding of it you must know the stages 
of its development; and, therefore, since I cannot prophesy, 
I am going to try to trace the tendencies of today as I see 
them in the light of my experience over 50 years. 

Perhaps I had better begin with the birth of the 
atomic age. After the discovery of X-rays, for almost a 
quarter of a century their use in medicine was confined to 
diagnosis, and not for 50 years was it realized that along 
with their great value they brought danger too, even when 
properly used. Very soon after the discovery of radium we 
learnt how much damage could be done to the skin by 
contact with it, but it was many years before we learnt 
that the emanation from radium (radon) could produce 
cancer of the lung, as it did among miners in unventilated 
uranium mines. 

We used radium for the treatment of cancer for many 
years before we appreciated how dangerous it could be if it 
got into the body and made its way to the bones. That we 
learnt because those who used radioactive paint to produce 
luminous dials on watches and instruments pointed their 
brushes with their lips. After many years they suffered 
necrosis, and even sarcomata, of bone. 

However, so far as whole populations are concerned, 
all this was trifling. Trifling compared with the tremendous 
risks of accident and disease associated, for example, with 
coalmining, which as a nation we accept without feeling 
ashamed. A transformation of the scene became apparent 
to all peoples when the atomic bombs were dropped on 
Japan. The death of 10,000 people from gamma-flash 
gave pause for very serious thought. 

When I began to use radium it was £15,000 a gram, 
that is £1,000 a grain. Our first big unit contained four 
whole grams; it was thought very big. Today in similar 
apparatus the equivalents of 4,000 g. are used, and 
instead of using X-rays generated at 250,000 volts as 
began to be done in the 20’s, we now employ them 
produced at 10 million volts, and there is a machine in 
Russia producing radiation rated at 60,000 million volts, 
so we are told. 


AVE we reached the atomic age? I think we have 
He that an audience of more than 250 health 


Radiation in Research 


Nevertheless, so far as treatment goes, it looks now as 
though the effect of radiation on the practice of medicine 
will not be very great. It is true that a few of the isotopes 
are employed in a limited therapeutic field but it is in 
research that they will find an ever-increasing use and that, 
of course, eventually reacts on treatment. For example, 


_a better understanding of the metabolism of excretion has 


changed the treatment of much renal disorder. It has to 
some extent taken it out of the hands of the surgeons into 
those of the physician. While we know more about the 


Abstract of a lecture given to health visitors at the refresher 
course at Maidstone held by the Health Depariment, County of Kent. 


malignant diseases that result from irradiation, whether 
external or internal, attention is now being directed to 
something more serious, the inherited disorders and dis- 
abilities that may be occasioned. 

There is nothing to be alarmed about. We can take 
precautions against dangers that we know about, even if to 
do so is expensive and difficult. Harwell, where new 
knowledge is always being gained by exploration of the 
as yet unknown, and where you might expect more danger 
and more accidents than elsewhere, is in fact a place with 
a better record of low exposures and lack of mishaps than 
any industrial establishment in the country. There, how- 
ever, no expense of money, skill or time was spared. 

In the 40’s, it was reckoned that there were in 
England between 200 and 250 g. of radium in all. Today, 
I do not know how much radioactive material there is, but 
I do know that it is enormously greater than that. The 
exploitation for power of radioactivity instead of, or, as 
at present, in extension of, coal and oil, raises 
problems of a different order. The environment, which has 
always included radioactive effects upon all living crea- 
tures, might become more active in that respect. The 
quantities of radioactive substances to be disposed of 
underground or in the depths of the sea will call for 
extremely strict precautions; they will certainly be 
observed in the countries highly developed industrially, 
but in other countries, where people are not accustomed 
to observing laws and regulations, there may be consider- 


able dangers to the public health. The race is now sub- 


jected to more radiation, man-made, than ever before in 
the history of the world, and we are warned that we should 
keep all controllable exposure as low as possible. 


Developments in Surgery— 


I go on now to the developments in surgery, medicine, 
obstetrics, mental disorders and so on, as I have witnessed 
them, and try to deduce what further changes are pending. 

When I was first a surgeon we wore no gloves—there 
were none suitable—and we relied upon antiseptics, 
carbolic acid and perchloride of mercury. When giving 
anaesthetics it was customary to have a porter present to 
restrain the patient’s struggles. The revolution in anaes- 
thetic technique, not only by intravenous induction, by 
intubation, first of the larynx and nowadays of the trachea 
and individual bronchi, but latterly also by induced hypo- 
tension and hypothermia, has transformed the situation 
The effect upon surgery has been tremendous. My firsd 
lung cancer was located by the stethoscope—not by X-rays. 
My first arterial suture was a touch-and-go affair. 

It was during the First World War that we first opera- 
ted on the. heart—for removal of bullets—but that was 
thrust upon us rather than a deliberate intervention; still it 
encouraged later attempts, until Souttar first operated 
directly on the mitral valve. As for blood transfusion, # 
was at first by direct artery-to-vein technique and then by 
collection in a special vessel, Kimpton’s tube, which was 
paraffined to prevent clotting. We knew nothing about 
blood groups and must have done more harm than 
with some cases—a good example of the perilous early 
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stages of beneficent advance, but ignorance was bliss! 

The sulphonamides, Prontosil and the others, began 
a real attack on organisms that had already gained entrance 
tothe body. Hitherto the attack had been on them before 
access. There followed in the early days of the last war 
Florey’s production of penicillin and the long sequence of 
antibiotics which has permitted safe intervention in all 
organs of the body, even those the contents of which 
normally contain active organisms. 

Better understanding of metabolism and its control 
has brought unexpected improvements. For example, 
notwithstanding the inevitable nitrogen loss that follows 
all operations of any magnitude and which used to dictate 
a long spell in bed, it is now possible to practise early 
ambulation without harm to the patient and a great saving 
of cost per patient, even if none to the hospital since 
more patients are able to be dealt with. 

I ought perhaps to single out plastic surgery for 
mention, because it has done so much to improve the 
results in trauma ; to secure restoration of working capacity, 
not merely to secure healing; to preserve function, as for 
example in corneal grafting and in tendon-grafting for the 
fingers. Surgery benefits from many collateral advances 
such as in audiometry in the treatment of deafness, or 
electronics for recording the dynamics of heart and 
circulation; the introduction of plastics such as silicone 
tubes which permit safe catheterization of the heart, 
without fear of clotting. 


—in Medicine 


We turn to medicine. The first day I became a 
house physician I took over five acute lobar pneumonias 
and had nothing to do for them but to give brandy; two 
died within two days. Although I was terribly upset and 
thought I could never stand the strain of medicine, by 
my seniors it was not thought an unusual event. When I 
was a student the words ‘hormone’, ‘endocrine’ were not 
yet in use; enzymes were ‘ferments’; the active principles 
of the adrenal, the parathyroids, the pituitary were not yet 
discovered and certainly not synthesized; pharmacology 
was still quite simple—indeed was still almost in the stage 
of the ‘simples’ of the herbalist. The stupendous advances 
in organic chemistry had not yet been laid under contri- 
bution for the production of the thousands of ingeniously 
named pharmaceuticals, the advertisements for which fill 
every doctor’s waste paper basket. 

Although the spate of new medicaments is perhaps a 
trifle too commercial, there is no question that the medical 
armamentarium has been very usefully expanded. The 
new forms of insulin and other drugs which delay absorp- 
tion and minimize the number of administrations are a 
boon. On the other hand some of the most useful, like 
antibiotics, destroy their own value by promoting the 
survival of resistant species of organisms, or by establishing 
sensitization ; other drugs have inherent toxic dangers and 
not all can be subjected to extensive tests like that which 
has shown the cheap aspirin to be as effective as the 
expensive cortisone in the treatment of early osteoarthritis. 

This is perhaps the place to mention a side-issue— 
the increased frequency with which actions for neglect 
with heavy claims for damages are being brought against 
doctors, who must keep themselves right up to date with 
recent literature if they are to be in a position to refute 
such claims when untoward results ensue on the pre- 
scription of drugs recently proved to have undesirable 
side-effects. f 

Medicine has become accustomed to the statistical 
approach to all problems that has promoted, or perhaps 
followed upon, the improvement in record-keeping. That, 
as I expect you know, has led to the appearance of a new 
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class of hospital officer, the records officers who have a 
flourishing association of their own. Some collections of 
records go far beyond hospital walls, like those for cancer 
which Somerset House is trying to relate to populations, 
and with these health visitors can help. 

When I began practice gynaecologists were physicians 
and we general surgeons did all the abdominal work. That 
has completely changed hands, though method or tech- 
nique have not. Operations for cancer have become more 
drastic, extending to pelvic evisceration, and with better 
knowledge of hormone-controlled cancer, to operations 
for the removal of the adrenals and pituitary under 
cortisone control. 


—in Midwifery 


It is in midwifery that the great change has come, 
with control of pregnancy and parturition. There is still 
controversy over the proper place for babies to be born, 
but there can be no doubt of the immense services ren- 
dered to the community by the development of the ante- 
and postnatal services provided by local authorities and 
their midwifery service. Here I first touch on what I[ 
believe to be the greatest change in medicine as a whole 
and the keynote to progress in the immiediate future, the 
social outlook on medical care: the promise of greater 
attention to the whole man and woman as members of 
a community society rather than as individuals already 
sick ; progress from cure, which has so many qualifications, 
to prevention. The obstetrician concerns himself with 
the prevention of conception where desirable as policy, 
with the embryo, the foetus, the child in utero, in the 
prenatal period and after. His antenatal clinics have 
abolished much puerperal sepsis, and some stillbirths; 
and he links the paediatrician with him in the care of 
infants. This is a great advance. 

When we come to mental disorders, which require 
almost as many institutional beds as the rest of human 
sickness, great changes have appeared and promise still 
greater. When I began to study, the situation was 
explained thus. Legally, insanity is a disorder of conduct. 
You can be as mad as you like—provided your madness 
does not issue in harmful anti-social conduct. You may 
think yourself the Almighty but you must not attempt 
to assume his prerogatives. If you do you will be shut up 
in an asylum. 

I do not think we heard the words ‘mental defectives’ 
or thought of treating such people apart from or as the 
‘insane’. Freud had not been heard of in the medical 
schools; we were taught very little psychology and the 
treatment of the emotional and obsessional patients by 
the good family doctor in his daily dealings with patients 
in their environment was not yet dignified with the name 
of psychotherapy. 

Perhaps it is true that we still do not know much 
about the relations between the functioning brain and 
the mind, but we do know now that such things as epileptic 
fits are associated with excessively active focal areas, and 
can measure the strength of the electrical currents 
responsible ; we can map the brain and sometimes eliminate 
the cause. We have brought in surgery to deal with a few 
aspects of mental disorders; for example, leucotomy for 
some forms of schizophrenia and the like. It looks as if 
some day we may exploit the advances in biochemistry 
for medical control of these and more serious psychotic 
conditions. Appreciation of the association of mental 
deficiency with phenylketonuria was.a stimulating start. 

The whole attitude to the mentally afflicted—from 
the custodial of my early days, to open wards, grouping 
of addicts to treat one another, community centres within 
the curtillage of a mental hospital with encouragement to 
resumption of life amid the stresses of the outside world, 
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‘combined with the various: forms of shock treatment, and 


others that may be developed—opens up the possibility 
of a great effort to restore the sodas ity ill to fruitful 
activity. This is not to overlook the residuum of senile 
degenerates that still form a very long-term problem; 
that there is wider public awareness of it is something. 
It leads me to another subject—genetics, for as that 
science develops we begin to think very far. More and 
more diseases are-found to have a genetic factor. Even 
that vague entity, rheumatism, when looked at as it 
occurs in a closed community seems to have such a factor. 
There is revived interest in an hereditary factor in some 
forms of. cancer. 
capacity to produce them, are genetically transmitted, 
and it may be the loss or modification of an enzyme which 
affects the transformation from the normal to the malig- 
nant multiplying cell. 
It is at present repugnant to popular feeling to think 


of eugenic control, forbidding as it might marriage between — 


certain classes of disease-liable or defective persons, but 
in the future a burden of senility in an ageing population 
might bring it to tolerate such policy. From one age to 
another, black may turn white. 

The more geneticists are able to trace similarities 
between the genetic substance of all living creatures, and 
particularly all those they can submit to experiment, 
the more they become nervous about the increase in the 


rate of mutation upon which the world population — 


depends for evolution. At the moment though they know 
of, and sometimes attribute great importance to, chemical, 
nutritional, and ageing factors, they are concentrating 
upon radiation as the cause of mutation. There has 
always been radiation to effect mutations; the rate, they 
say, has been determined by dose: 99 per cent. of mutations 
are harmful; some dose must be enough to double the 
rate and hurry mankind towards deterioration. They 
threaten us with a near approach to that doubling dose 
and if they are right, medicine in the coming centuries 
of the atomic age will be burdened with mental defectives 
and degenerates, as well as with many physical abnor- 
malities and enzyme-controlled diseases. 

I do not think we should be too depressed about the 
outlook. If need be mankind can in time deal with any 
threat, and there is a lot of time. Although geneticists 
will not allow us any immediately recognizable profit 
from the scanty beneficial gene mutations, they admit the 
establishment of an equilibrium, tending it would seem 
in the very long run to an inferior status for the human 
race—a gloomy prospect for the year A.D. 10,000. How- 
ever, since in the coming atomic age we shall inevitably 
be subjected to greater radiation than in the past, it 
behoves us not to hasten the deterioration of the world 
population unnecessarily, and since X-rays for diagnostic 
purposes contribute the greatest share of radiation 
beyond that which no one can escape (far greater than any 
number of bomb-trials has, or is likely to contribute) 
we ought to be careful not to subject people to more X-rays 
than more immediately menacing ailments menesstate. 


Future Tendencies 


_ With regard to technical progress in any of the 
branches of practice it is unwise to make forecasts. A 
few years back a great surgeon declared that operative 
technique had reached its zenith, but the next decade 
falsified his estimate completely. As I have said before, 
advances in anaesthetic technique alone, opened up fields 
hitherto closed to surgery. A similar transformation might 
occur in the other departments of medicine. For example, 
it looks now as though there are no means of modifying 

the effects of radioactivity upon biological systems, but 
it is not impossible. It looks as if there is no conceivable 


All the enzymes, or shall we say the. 


method of altering genetic determination of harmful ~ 
inheritance. Yet I have heard of a geneticist’s dream of. — 
back-mutations chemically effected at will. Embryo- 
logists are producing abnormalities in lower forms of life 
comparable with those which occur in human beings. Is 
this a step towards preventing their occurrence? 

For another example, a little more is becoming known 
of the chemical and physical changes in the collagen 
tissues and the factors underlying those changes may prove 
controllable. If so, many of the degenerations in joints and 
blood-vessels might be postponed and full vitality, mental 
and physical, maintained so that ageing is delayed and 
contributions by the experienced to the general welfare’ 
of the community might be prolonged. 

Surgery has made great strides in its techniques and | 
will go further. Medicine, with the flourishing of pharma- 
cology, is bringing more and more diseases under control. 
Obstetrics has had great triumphs; mental disorders are 
being tackled by physical and chemical means. All 
branches have great things to hope for from the progress 
of biochemistry, even genetics. But the real transforma- 
tion I foresee is the late fruit of public health expansion, 
and, despite the raw deal that medical officers of health 
had at the inception of the National Health Service, I 
think they are now going to reap the reward (probably 
without getting the credit or the material profit) of the 
foresight of the many great men among them in the past © 


A Change of Emphasis 


Though the name ‘social medicine’ was received by 
physicians with cold reserve, the scope and accomplish- 
ments of the university units have won acceptance. They 
are concerned primarily with the health of populations 
and the prevention of disease, disability and deterioration; 
and they have had the full co-operation of the medical 
officers of health who had been so long in the field. I 
believe there is a change of emphasis discernible in medicine 
as a whole, towards increased attention to the social, 
environmental and personal aspects of illness. The change 
is due, much too late and without due acknowledgement, 
to those who have worked in public health and hygiene. 

Everywhere one looks one sees the trend towards 
prevention rather than waiting for the need to cure. | 
Everywhere can be seen a growing appreciation of the 
need to minimize the stress of circumstance rather than 
waiting to neutralize the impact of the seeds of organic 
disease 


If I understand, even in a very modest degree, 
what health visitors signify, it is partly because of 
certain experience gained in the Emergency Medical 
Service which brought me into contact with local authority 
activities all over the country and partly because I have 
been fortunate enough to be associated with a body 
originally formed to promote co-operation between the 
voluntary and local authority branches of the profession, 
and continuing—under the National Health Service— 
to seek out experiments and give a trial run to any pro- 
jects which look like benefiting the health of the com- 
munity, all classes, all ages. 

Long ago I had a iesson that profoundly affected my 
outlook. It was the work of an almoner, who, while I 
was doing a bit of carpentry on a husband, saved wife 
and children and their home from disintegration and from 
the misery that would have followed. How insignificant 
was surgery compared with skilled social: work! 

A well-known superintendent of a mental hospital, 
when asked what he thought of psychiatric social 

workers, said he thought that they were very useful so 
ung as they left the psychiatry to the doctors. I know 
| (continued on page 1055) 


Nursing Times, September 20, 1957 


z 
i 
¥ 
my 
| 


Nursing Times, September 20, 1957 


VITAL STATISTICS, LONDON 


Report of a talk given by DR. J. A. SCOTT, 0.B.E., M.D., M.R.C.P., Q.H.P., 
at the Annual General Meeting of the Central Council for District Nursing in London. 


N his s at the annual general meeting of the 
| contra Council for District Nursing in London, Dr. 
J. A. Scott took as his topic the vital statistics of 


_ London. 


“Last year, when reporting to the L.C.C., we did 
devote our special attention to the changes in the vital 
statistics of the county which had taken place during the 
present century. A paper was also included by Dr. 
Martin, London School of Hygiene. It is really on that kind 
of work that I want to engage your interest’’, said Dr. 
Scott. 
“Most of the services of the country have been under 
the microscope since the war by committees of all kinds 
including the Guillebaud Committee and we are probably 
getting to. the stage when having had a good look at the 
roots and made sure that they are fairly healthy we can 
go on and let the new system develop interrelations.”’ 


Population and Housing 


Population was the basis of any kind of figures on 
lives and health and since 1900 London had lost one 
million of the population (it is now 3,300,000); on the 
whole it was a good thing that we had been able to 
diminish the density of people in the county itself. 

‘Housing has a bearing on vital statistics; 50,000 
(families) applicants have been put in Category A but 
there are no houses available for all of them yet. It is the 
business of an officer to try and indicate not merely the 
problem but that genuine efforts are being made to solve 
the problem, and the L.C.C. own about 200,000 houses 
today—a town bigger than Leeds. We have built an 
average of 30 houses a day since the war. There are, in 
spite of this, tremendous problems facing us. 

The density figures show improvements. Here is an 
indication of the density in the county: 

1911—17.8 per cent. of the population lived at the density 
of more than two persons per room. 
1921—that figure was reduced 16.1 per cent. 
1931—13.1 per cent. 
1951—despite the loss of houses by bombing—2.5_ per 
cent. 

I am not trying to indicate any complacency—if you 
look at the percentage of families that have to share a 
bathroom, kitchen and lavatory, we have a very long 
way to go; the point is, the problem is realized and there 
are efforts being made to solve it and as these figures 
indicate, not entirely without success. And that figure 
has a bearing on vital statistics, which is my main theme. 


Immigration 


Other figures are interesting: In 1901, 3 per cent. 
of the population were foreign born; in 1911—3.4 per 
cent.; 1921—3.3 per cent. ; 1931—3 per cent. ; 1951—5 per 
cent. (165,785 people). They do tend to congregate in 
certain parts of London—one in six people living in 
Hampstead are of non-British birth. Equally interesting 
is that they are a good type. Since 1951 we have witnessed 
another phenomenon in the migration to London of 


Empire citizens—from the West Indies, Cyprus and Malta. 


‘Whether that is going to have an equally good effect on 


London’s vital statistics is quite another matter. 


Birth and Mortality Rates 


One of the yardsticks one must look at in the way of 
vital statistics in weighing up the health or disease of the 
population is the birth-rate. Very striking changes in the 
birth-rate have occurred in every country since the 
beginning of the century—1901, 29 per thousand and 
in 1955, 15.1. An interesting reflection on social custom 
was that the birth-rate rose in the first war and more so 
during the second war. It is just in the last year or two 
that the birth-rate has shown signs of dropping to its last 


pre-war level. Obviously the fact that fewer babies are 


born means on the whole that the babies themselves have 


a better chance and, of course, the mothers too. 


There is another rate I just want to look at. It was 
the one rate which, in spite of a pretty good infant welfare 


service, prenatal service and rising standards of nutrition, 


beat us for 35 years in this century. There was very little 
difference in the number of mothers who died for every 
thousand children born in 1935 from the number in 
1901. The toll was anything from four mothers dying 
for every thousand children born to six, seven or eight 
in some parts of the country and that does allow me to 
say that London is rather fortunate. It always tends to 
be worse in the industrial north and in rural parts of 
Wales. It is partly a reflection on working conditions and 
environment. Even up to 1935 the maternal mortality 
rate was pretty bad but then two or three things 
happened. The country steadily improved in social 
consciousness and produced a domiciliary midwifery 
service, and every woman became entitled to the services 
of a midwife—it was the duty of local authorities. And 
then when the cumulative effect of these two things— 
better midwifery standards and then the godsend of 
antibiotics and sulphanilamides—had made themselves 
felt, this rate, like all the other rates, began to bounce 
downwards and instead of four women dying for every 
thousand births as they did up to 1935, it is now very 
nearly one for two thousand—a tremendous advance. 
General Death-rate. In 1901, 20 people died out of 
every thousand living. In 1951 it was almost half—11.5- 
11.6 per thousand, and it is going on steadily at that rate 
now. And if you compare the death-rates for certain age 
classes in 1951-55 with those in the same age groups in 
1901-04 the percentage reduction becomes very remarkable. 


Age group Male Female 
0—!1 83 85 
1—4 96 96 
5—14 84 90 
15—24 77 83 
25—44 79 78 
- 45—64 45 61 


Actual death-rate of men 45—64 is now twice that for 
women. Over 65 the reduction is only 7 per cent. for 
men and 28 per cent. for women—the expectation of life 
has not gone up nearly enough. 
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Infant Deaths 


I want to go back now to the infant mortality rate. 
In 1901—148 in every thousand 
1911-13—109 in every thousand 
1955—23.2 in every thousand 
That is a tremendous reduction and I think it is particu- 
larly important because what experts tell us, and I am 


perfectly sure they are right, is that the best single index — 


is that of the infant mortality rate. For some years now 
the paediatricians and the public health experts have been 
further refining the figures to see whether progress is 
possible. The biggest group of deaths in that first year of 
life literally take place in the first month. Even there, the 
most improved group is in the deaths which take place 
from infections—measles, diarrhoea, whooping cough, 
dysentery, enteritis and scarlet fever were the dangers. 
These have made striking and dramatic improvements. 
During the last three years there have been only three 
deaths from diphtheria and these were in families which 
refused immunization which should be done as soon as 
possible after the age of six months. 

Smallpox is still a danger, also diphtheria, whooping 
cough and tetanus, and it has been possible to combine 
immunization of some earlier ones together (diphtheria, 
whooping cough and tetanus all at the same time). With 
the possibility that some of these injections minimize 
the local resistance of the body and make for an attack 
of poliomyelitis we are beginning to think how far we 
can go on combining. My hope is that it will be possible 
to go on doing it. If parents object to a number of injec- 
tions they will dispense with the one for diphtheria for 
they have little personal knowledge of this—an average 
of 3,000 children a year died from it before the injections 
= started in 1928. That is the problem we are faced 
with. 

Infant Mortality. We have separated off deaths in the 
first month of life, and out of the 23 per thousand in 
London no less than 16.7 took place then; most of those 
also link up with the causes which lead to babies being 
stillborn.” 

After referring to the work being done at Harvard, 
Dr. Scott continued: ‘Altogether these perinatal deaths 
are causing 34.8 per thousand mortality and there has 
not been a lot of improvement since the war years. 
German measles in the mother is a real danger to the 
unborn child often producing blindness and deafness. In 


- 1901, out of 100,000, 3,121 died of gastro-enteritis. In 


1951, only 76. 
Among the older group, accidents of various kinds 


are the cause of one-third of the deaths in boys of school 


age. Accidental violence is the sixth most numerous 
cause of death. 


Tuberculosis 


Fifty years ago tuberculosis was responsible for 
12 per cent. of all deaths; 30 years ago—S8 per cent.; 
10 years ago—5 per cent.; 1955—2 per cent. 
. Here again better medical attention, better standards 
of living and housing have played their part, so have 
modern drugs, routine sensible precautions and mass 
X-ray scrutinies. But the rate is still twice as high as 
road accidents. In each year there is more than one new 
case in every 1,000 of population. 

We have been immunizing for many years in house- 


' holds where there is tuberculosis because of the high 


degree of exposure. Three years ago we started on the 
13-year-olds with, to my mind, a surprising degree of 
intelligent co-operation from both children and parents: 
75 per cent. of all parents approached agreed to the testing 
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of their children; 80 per cent. of those tested have no 
evidence of natural infection and will benefit by precau- 
tions with BCG. In 1938 if you tested for susceptibility 
a group of 13-year-olds, instead of 80 per cent. negative 
you would have found 80 per cent. positive. Among the 
14-, 15- and 16-year-olds there is a marked drop. There 
has been a marked fall in the death-rate in the last 10 
— and it is now 0.16 per 1,000 from pulmonary tuber- 
culosis. 


Cancer 


In London in the last 25 years from 1931, cancer has 
increased as a cause of death from 1.64 to 2.31. Because 
it is essentially a disease of middle age the death-rate of 
the 45—64 group is of some importance. 

Males: 45—64, death-rate 14.7 per 1,000, 30 per cent. 
from cancer; Females 45—64, death-rate 7.4 per 1,000, 
40 per cent. from cancer. . 

There was an increase in deaths from lung cancer 
from 0.05 to 0.37 in England and Wales and from 0.12 
to 0.54 in London with a much higher proportionate 
increase in males. This is seven or eight times as common 
as in the 1930’s and has been associated with the habit of 
smoking.” 


Central Council for 
District Nursing in London 


HE 42nd annual report of the Central Council for 
District Nursing in London was given by Dr. 
Margaret Hogarth, chairman of the executive com- 
mittee, at the annual meeting of the Council held under 
the chairmanship of Sir Zachary Cope when it met on 
May 23, 1957, at County Hall, Westminster Bridge. There 
was a large attendance of representatives. 

Dr. Hogarth said it was with a feeling of deep loss 
that the Council learned of the death of their patron, 
Princess Marie Louise, who had given such selfless service 
to the cause of nursing, but she was honoured to announce 
that the Duchess of Gloucester had consented to become 
patron of the Council. | 

The work of the district nurses in London had con- 
tinued undiminished and during the past year over two 
million visits had been paid by some 580 nurses and mid- 
wives in the area covered by the Council. Much encourage- 
ment in this work had been shown by important voluntary 
trusts who had generously supported the work since the 
early days. A grant of £5,825 from King Edward's 
Hospital Fund for London included the sum of £825 for 
the furnishing of two new nurses homes. The London 
Parochial Charities had renewed their grant of £350, part 
of which was to be used to provide bed linen for loan to 
elderly patients. From the Marie Curie Fund a welfare 
grant of £500 was available for the care of patients suffer- 
ing from cancer. The nursing staff found this money 
particularly useful for providing comforts which were not 
available from other sources. The renewed help of the 
Metropolitan Hospital Sunday Fund with an increased 
grant of {750 was reported with gratitude. The cordial 
relationship between the Central Council and the London 
County Council continued. 

The cost of the service for the coming year was 
estimated to be £520,000 —an increase of £40,000 over the 
previous year. The L.C.C. had agreed to continue its grant 
of 93 per cent. of approved expenditure during this period. 


It was pointed out that the cost of each visit, hitherto 
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"estimated at 5s., must rise because of increasing expen- 


diture. However, bearing in mind the present economic 
situation, such a fine service as this was maintained at a 
remarkably low figure. 

Helpful discussions had taken place during the year 
between the London County Council and representatives 
of the Central Council to consider administrative details 
such as means of transport for nurses—the relative 
advantages of the motor car and the scooter type of motor 
cycle; staffing and the adequacy of establishments; the 
shortage of assistant superintendents and State-enrolled 
assistant nurses; the provision of equipment and nursing 
aids; a simplified recording system; the provision of 
refresher courses, and their content and frequency, and 
many other professional points. 

In all financial liabilities which are the responsibility 
of the local authority there existed a true partnership with 
the Central Council. Extraordinary expense, dealing with 
property held by the district nursing associations, in 
addition to routine expenditure, had been arranged 
satisfactorily. 

The Divisional Home Nursing Voluntary Committees 
had continued to serve a useful purpose in that they acted 
as an avenue through which the special social needs of the 
patients could be brought to light and recommendations 
made to the L.C.C. Integration of the social services 
locally was constantly in their minds and questions of 
general interest, such as the half-way houses instituted by 
King Edward’s Hospital Fund, had been discussed as the 
nursing of the elderly was of growing concern in the 
London area. The place of the nurse in the Civil Defence 
programme has also been considered. | 


Integrated Training 


Reference was made to the four-year course of general 
training, health visiting and district nursing which would 
shortly begin at Hammersmith Hospital. The realization 
of an integrated nurse training plan had long been the 
desire of the nursing profession and that it should take 
place within the Council’s area was a matter for satis- 
faction. | 

The Central Council continued to believe that the 
voluntary spirit in the social services could exist side by 
side with the function of the State—indeed the one could 
_ be considered complementary to the other. To that end 
the Council encouraged the maintenance of voluntary 
giving and the desire to raise money for district nursing 
purposes. An appeals and publicity committee had been 
set up and ways and means to augment the existing funds 
for distribution among the associations were being 
discussed and put into action. oe 


FIFTY YEARS AGO 
From the Nursing Times, IT HAS BECOME the fashion 
July 1907 of late for some members 
of the medical profession 
to come out frankly with some very unorthodox 
opinions; and a speech of Sir James Barr, of Liverpool, 
at the Royal Institute of Public Health Congress, was 
one of this nature. He said that if the money spent in 
the treatment of disease were diverted to the preserva- 
tion of health, our large hospitals would not be half 
filled. Purveyors of synthetic remedies and artificial 
foods might find a suitable place in homes for the 
destitute, the necessity for surgeons and specialists 
would largely disappear, and physicians and general 
practitioners would be fully occupied in advising their 
clientele on the preservation of health. 
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MEDICINE IN THE ATOMIC AGE 
(continued from page 1052) 


that some hospital almoners under the name of ‘case- 
workers’ want to practise psychiatric treatment. In my 
opinion it is not their work, but insofar as the study of 
human relations goes, and appreciation of how intimately 
social and personal perplexities, differences of tempera- 
ment and contrasts of character go, there is ample scope 
for their co-operation with the rest of the team. 

I have been associated with half-a-dozen other 
organizations concerned with health and every one of 
those bodies is oriented towards the bodily and physical 
well-being rather than the ill-health of all those with 
whom it is concerned, and I think people as a whole are 
actively interested in the social stresses, the family 
stresses, the personal stresses which lie at the back of 
physical and mental illness, and which ought to be dealt 
with before they exert their pernicious influence. When 
you look at a new town, with full employment close at 
hand, good housing, good schools, good open spaces, good 
cultural opportunities, good doctoring and dentistry, 
good social care, there ought to be no juvenile delinquency, 
but I suppose that is too much to hope for. However, a 
good home, a united family, security, these it is that the 
children, our next generation, want. 


Benefits of Association 


It is in a new town where doctors in group practice 
are housed with all the local authority welfare staff that 
one sees what that close association can do. It has done 
a great deal to improve the doctor’s work, to take it back 
to the sort of intimacy that used to exist with so much 
benefit for long-term aspects of health when the family 
doctor was the life-long friend of his patients and knew 
generation after generation. The benefit is not all one- 
sided. The ‘visitor’ had originally an educational function 
and of course that she has still, and must have, but close 
touch with the doctors looking after those she visits 
enlarges her opportunities and completes the team service 
which nowadays is needed. 

The National Health Service has been a success if 
not quite an unqualified one. It has done great things: 
it has spread specialist services in hospitals to the periphery ; 
it has let in a lot of light on the mental hospital service 
and it has brought treatment within the reach of all, 
however poor. There is, however, one problem it has not 
solved, that of an ageing population, the care of the 
elderly. Opinion sways almost from year to year as to 
where they should be looked after—in their own homes, 
in ‘homes’ large or small, in half-way houses, or in hos- 
pitals. It is not only a question of the stage of ageing - 
reached, not only a question of the differing proportions 
of old and young in families, but largely a question of 
housing. 


Housing, not Doctoring 


_ Good housing for all, including the elderly, and good 
home discipline for the young are more important for the 
health of the population than good doctoring in sickness. 
While we wait for the houses, the health visitor can at 
least see to it that the aged and infirm are not left to 
moulder alone and undiscovered. 

The future is up to you—if you work with the whole 
team, each section of which supplies the best of its 
resources. United you will stand, and stand for a healthier 
and happier community, the members of one family. Do 
not, however, expect to find Utopia just round the corner. 
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had existed at St. Thomas’ for many years, it was 
not until 1948 that a special section of the hospital 
building itself was developed for the purpose of 
ing out pioneer work in maintaining regular clinics 
and facilities for the treatment of large numbers of sufferers 
from. nervous and mental illnesses. It is to Dr. William 
Sargant that this planning and development is due, and 
under his directorship the department is maintained along 
with an in-patient department of 20 beds at the Royal 
Waterloo Hospital a short distance away. | 
In some respects the accommodation resembles that 
found in many psychiatric departments in that it was 
adapted for the purpose rather than specially built; at 
St. Thomas’ it was the basement which was converted and 
designed to form the existing department. The unit is 
known as ‘Scutari’, in memory of Florence Nightingale’s 
early work in the Crimean War. The walls are painted 
white, the curtains are rust-coloured, and on the walls are 
reproductions of old masters which are kindly changed by 


N LTHOUGH a psychiatric outpatient department 


the Red Cross at frequent intervals, and flowers and plants 


are in all the rooms. This decoration helps to instil an air 
of optimism into the department and the patients certainly 
appreciate the added comfort. 

Mental suffering is in many respects much harder to 
bear than physical discomfort. For instance, psycho- 
logical disorders are rarely short-lived if untreated, and in 
many cases the patient is in constant torment. All but 
a very few are acutely aware not only of their distress, 
but also of the unfortunate stigma which, even nowadays, 
is attached to psychological upsets by most lay people. 


Main Objects of Outpatient Treatment 


The importance of outpatient treatment in avoiding 
the admission of patients to mental hospitals, and shorten- 
ing their illnesses as much as possible, cannot be over- 
stressed. From this arises the main object of our work 
which is to treat those suffering from neuroses and 
psychoses, to keep those at work who would otherwise 
have to stop and enter hospital, and to maintain others 
through long or short attacks which occur periodically. 
We are proud of the fact that no patient has ever been 


The patients’ 
waiting-room. 
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Outpatient 


by DOROTHY L. M. ROGERS, 
Sister-in-Charge, Psychiatric Outpatient 
Department. 


_ refused a consultation or treatment at any 
time during the past nine years. 

The nursing staff consists of two 
charge nurses (one is part-time), two stu- 
dent nurses, an assistant nurse and myself. 
The medical staff includes 10 doctors, of 
whom four are consultants. Two of them 
are engaged in research into improved 

methods of treating psychiatric disorders. 7 

About 15,000 outpatients are seen in one year and of 
these, 1,000 are new patients and a further 200 are 
emergency attendances. The patients are referred (1) by 


their own doctor, (2) from the casualty department, where 


they have been physically examined and no physical cause 
found, (3) from other departments at St. Thomas’ and (4) 


from other hospitals, both general and psychiatric. Not, 


uncommonly, patients have an underlying physical ail- 
ment which is responsible for their psychological state. 
Such patients are either seen in the casualty department 
or referred to the appropriate clinic in the hospital. 


Observation and Case Conferences 


A great deal can be learned from the observation of 
the patients with acute psychiatric disturbances. These 
patients usually come for emergency treatment and are 
seen by a psychiatrist shortly after their arrival. Those 
who are violent, or actively suicidal (and fortunately they 
are few), are seen later by the duly authorized officer and 
arrangements made for them to stay in an observation 
ward for three days. Other less severely ill patients can 
often be admitted to our own in-patient unit at the Royal 
Waterloo Hospital, and as the nurses attend the case 
conference held weekly they are able to hear the discussion 
after a full investigation has been made with regard to 
diagnosis, management and treatment. The same patient 
may be seen again after a few weeks, cheerfully attending 
a follow-up clinic and thanking the doctors and nurses for 
the benefit he has gained. 

It is in the acute stage that most can be done to calm 
the worried patient who has no idea how pleasant his 


interview with the psychiatrist can be. The nurse who 


can put herself in the place of the patient is of greatest 
value here because reassurance and moral support given 
before the patient enters the consulting-room may make 
all the difference to the amount of information which the 
patient feels able to give the doctor when he sits down to 
give a history. Fortunately one sees so many people 
helped by various physical methods of treatment that one 
has no hesitation in telling new patients that they need 
not be fearful and that they now have the opportunity of 


Psychiatric Nursing— 
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bein helped to the utmost. 

if it is not possible for a patient to be admitted to our 
own unit, arrangements may have to be made for ad- 
mission to a mental hospital as a voluntary patient. If 
this is recommended by the doctor and the patient is 
agreeable it is usually possible to gain admission on the 
same day. After a consultation with the physician in 
charge of admission to the hospital, motor transport is 
ordered to allow the patient to get to the hospital with 
the minimum of inconvenience. The psychiatric social 
workers are most valuable in taking care of the many 
problems which arise in such circumstances, for example 
the care of the children and financial problems. In the 
case of women, a nurse accompanies them to the hospital 
and may have an opportunity to look round after she has 
given an account of the patient to the receiving doctor. 

To return to the outpatients, after their initial inter- 
view, treatment (physical or psychotherapeutic) is decided 
upon and they attend the clinic in which the particular 
treatment is given to many similar sufferers. The advan- 
tage of this is that patients see others who have received 
several treatments getting better and receiving their dis- 
charge, thus gaining encouragement and new hope for the 
future. It is to the detailed nursing involved in these 
clinics that we now turn. 


Cinic 


Electro-convulsive therapy, to give this treatment its 
full but misleading name, is the most effective form of 
physical therapy for depressed patients. Depression is one 
of the commonest causes of nervous breakdown, and in 
view of the danger of suicide the early treatment of these 
patients is of the utmost importance. Altogether 1,500 
treatments were given to outpatients at St. Thomas’ in 
1956 in clinics which are held twice a week. Emergency 
treatments are also carried out when necessary. 

Patients are referred to the clinic because they are 
suffering from a depressive illness, but every patient is 


seen by a specialist at each attendance. It is upon this | 


interview that the decision whether to give E.C.T. or not 
is based. Furthermore, this interview provides an oppor- 
tunity to the consultant of giving psychotherapy and 
support which is so essential to these patients at the 
beginning of the illness. Thus every patient referred for 
E.C.T. has a second opinion and the regular assessment 
of the patient allows the minimum number of treatments 
to be given for his recovery. A number suffer attacks of 
depression at intervals, and they are told that they may 
make an appointment to come along to the clinic as soon 
as they realize another attack is beginning. 

After seeing the doctor the patient is given an 
injection of atropine, gr. go intramuscularly, and asked to 
loosen tight garments and empty the bladder. The treat- 
ment, which has recently been modified so that no con- 
vulsion takes place, is given in a sound-proof room. After 
removing dentures, the patient lies on a couch, with a 
pillow in the small of the back and a pillow to support the 
head. An injection of pentothal, 0.2 g. intravenously, is 
given, followed by a further injection of Scoline, 40 mg. 
intravenously. The anaesthetist, who gives these in- 
jections, then inflates the patient’s chest with oxygen. 
The electrodes are applied to the temples by the psychi- 
atrist and a small electric current is passed, causing the 
patient’s eyelids to flicker and the toes to make fine 
movements. With this method no restraint is required. 
(See photograph.) The patient is then given oxygen until 
breathing is established, and carried on a canvas stretcher 
equipped with handles to a mattress placed in a cubicle. 
Here the patient remains until fully conscious. After this 
he is helped to a comfortable chair and given a cup of tea. 
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Patients are called for by their 4 parient makes an 
relatives about two hours after appointment in the office. 


treatment, or if they have no D. M. 
 Stster-in-charge, talks to a 
relatives they gohome by the hos- in the 


pital car service or on their own ground. 
about four hours after treatment. ? 

Much reassurance is required before treatment in some 
cases and here the nurse can help considerably because it 
is she who gives the injection of atropine and who brings 
the patient along to the treatment room. After treatment 
the nurse must observe any untoward sign of complica- 
tions, such as restlessness, confusion or collapse and 
agitation. 

Most patients attend weekly, and require only a few 
E.C.T. treatments before being well again. Many continue 
at work on the days they do not attend the clinic. It is in 
this clinic that nurses see for themselves the value of 
E.C.T., and the patients feel that here is a treatment 
which makes life worth living again; consequently, if they 
have another attack they usually come for treatment 
at an early stage rather than suffer alone, often in the 
unsympathetic surroundings of their families. 

The introduction of E.C.T. has been one of the greatest 
advances in psychiatry and to work in the outpatient 
clinic is one of the most stimulating duties, because 
patients who would have taken up to two years to recover 
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~ Modern Methods 


of Mental and Psychosomatic Illness 


now continue working during their shortened illness of 
about six weeks. This avoids the stigma of entering a 
mental hospital and avoids financial difficulties through 
losing a job. 

It is a great pity that so few hospitals give this treat- 
ment to outpatients. It might be thought that the 
possibility of suicide deters some authorities, but this is 
not our experience. 

In a large general hospital, a number of patients who 
have psychiatric troubles in addition to their bodily ail- 
ments are admitted. If such patients have depression, they 
are treated in a single room near the main ward or are 
brought down to ‘Scutari’ for the treatment. 


Methedrine Clinic 


From the medical point of view, Methedrine is a 
stimulant drug, administered for psychiatric purposes to 
allow pent-up emotions to be ventilated and so dispersed. 
Many patients who have psychiatric disorders or psycho- 
somatic illnesses are found to have experienced unpleasant 
episodes in their lives, involving conflicting emotions, at 
which time they were unable to express their feelings fully 
or to solve the conflict. Among the clinical conditions 
produced in this way are many cases of severe and ex- 
tensive dermatitis, asthma and such hysterical symptoms 
as paralysis of the arms or legs and hoarseness of voice. 

Each patient is interviewed by the psychiatrist at his 
or her first attendance, and if such treatment is indicated, 
intravenous Methedrine (10-30 mg.) is given, followed by 
further interviews aimed at finding psychological reasons 
for the symptoms, and allowing the patient to express his 
feelings about traumatic episodes. Nursing staff are often 
allowed to be present at such interviews, thus giving them 
an idea of the difficulties the patient has endured, and a 
notion of the mental mechanisms involved. This also helps 
in the nurse’s future management of the patient. Subse- 
quently, the patient is given further injections at weekly 
or longer intervals, resting for several hours afterwards on 
a couch, and talking to the nurses while under the influence 
of Methedrine. It may be wondered why the doctor is not 
always present when the patient has had the injection. 
The reason is that the clinic is a large one (1,400 treatments 
were given in 1956) and the doctor is engaged in inter- 
viewing new patients and those who are beginning their 
course of injections. 

It is extremely encouraging to see a man who has had 
to stop work and all his social activities because of un- 
sightly skin lesions, returning after some months to say 
that not only is he free of skin trouble, but back at work 

and enjoying a normal social life. 

Apart from talking to patients after their injections, 
it is also the nurse’s duty to observe each patient’s re- 
action to the drug. Being a stimulant, the blood pressure 
is raised and restlessness may ensue. These signs must be 
reported to the doctor so that they may be dealt with 
promptly. 


Modified Insulin Therapy 


St. Thomas’ was the first hospital to introduce 
modified insulin treatment for outpatients. Many who 
have become debilitated and have lost weight are unable 
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-1 patient comes for an electro-encephalogram: her 
little boy plays in the office during the investigation. 
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liss J. Nicholson, psychiatric social worker, interviews a patient. 
ether abreaction treatment. 


Above: a patient is prepared for E.C.T. Treatments are 
carried out in an all-purpose treatment room which is 
sound-proofed. 


Left: a student nurse brings in a large breakfast to a patient 
having insulin therapy. 


to regain their normal mental health with other methods 
alone. This is especially true of the elderly patient who 
becomes ill and is unable to buy and cook her food; it is 
seen also in those who are depressed and unable to eat. 
A patient may be treated with E.C.T. and later relapse 
because he has failed to gain weight and is still run down. 

Modified insulin treatment for outpatients consists 
of giving a small dose (20-60 units) of insulin intra- 
muscularly at 8 a.m. to a patient who has fasted since 
8 p.m. the night before, and allowing the patient to rest 
and experience mi/d symptoms of hypoglycaemia, before 
a large breakfast is given one-and-a-half to two hours later. 
One of the symptoms of a low blood sugar is hunger; the 
patient is able to enjoy a large meal which he would be 
unable to contemplate without treatment. This therapy is 
administered twice a week, and a weight gain of several 
pounds may be expected over several weeks. Each patient 
is weighed at each attendance. Up to six patients can be 
treated at the same time by a small staff. . Much impor- 
tance must be attached to avoiding the later symptoms 
and signs of hypoglycaemia, such as the onset of slurred 
speech and stupor. The patient is well briefed before 
starting treatment. If the patient is unable to take his 
breakfast the situation must be treated as an emergency 
and intravenous glucose given by a physician. 

Elderly subjects often suffer too from malnutrition. 
Any vitamin deficiency can be corrected at the same time 
as modified insulin is given. High potency intravenous 
vitamins can be given by the doctor, or intramuscular 
injections administered by the nursing staff. This weekly 
task is often rewarded by seeing the complete change 
which overcomes an undernourished patient, seen before 
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he became ill, and the transformation back to health often 
reveals an entirely different personality. 


Acetyl-choline Therapy 


_ Acetyl-choline hydrochloride has been used in the 
treatment of neurosis at this hospital for several years. 
This drug is of great value in outpatient therapy because 
the patient is able to continue at work during his illness. 
The patients who seem to benefit most are those who 
constantly suffer irrational fears, such as phobias of open 
spaces, or fears of travelling. 

Three special clinics are held weekly for the admin- 
istration of this drug. These clinics are in the early 
morning, midday, or late in the afternoon, so that the 
patients need not lose time at work. 

100-200 mg. of acetyl-choline dissolved in 2 cc. of 
sterile water is given intravenously by the doctor. As 
the drug is ‘a parasympathetic stimulant, and it is given 
directly into the bloodstream, the effect is that of sudden 
overactivity of the salivary and lachrymal glands, flushing 
and slowing of the pulse. Coughing occurs frequently and 
the patient may complain of a feeling of tightness in the 
throat, or of a choking sensation during the injection. It 
is important that severe and distressing reactions should 
be avoided if the co-operation of the patient is to be 
maintained, and for this reason the drug is given slowly, 
the doctor taking the pulse at the same time in order to 
prevent excessive slowing of the heart. 

A period of rest is desirable following the injection, 
and the patients are given a cup of tea before leaving. It 
is during the few hours following treatments that the 
patient feels calmer and more relaxed, so that his anxiety 
symptoms are lessened. Up to 40 injections may be 
necessary in a course of this treatment, but it may save 
many months of suffering. 

Very careful selection of the patients is important 
because some may find that they are more fearful and 
agitated at the actual time that the injection is given. 


Abreaction Therapy 


It was Freud and Breuer who first conceived the idea 
that in certain cases of psychoneurosis the patient is 
helped by the release of emotion associated with a for- 
gotten memory. One of the modern applications of this 
treatment is one of the most dramatic scenes to witness. 
After the doctor has obtained an impression of the 
patient’s disturbing memories, one of three techniques is 
used to allow the emotion to be expressed freely. In each 
case the patient lies in a sound-proof room on a couch. 
The sound-proof room is necessary because the scene of a 
successful abreaction is often a noisy one. The patient lies 
down so that he may be adequately restrained in case of a 
violent outburst. Intravenous Methedrine is often used to 
produce abreaction. It often produces a flow of talk 
associated with much weeping but rarely induces a noisy 
scene. Carbon dioxide 30 per cent. with 70 per cent. 
oxygen is used in some cases. The mixture of gases is 
inhaled by the patient until a state of relaxation is 
achieved. At this stage the patient will give vent to his 
feelings and_relive the forgotten episode vividly. 

Ether abreaction is essentially similar. Anaesthetic 
ether is inhaled from a Schimmelbusch mask held over the 
face until a state of nervous excitement ensues. The 
patient is then aroused by firm talk about the incident 
and his own share in it so that he relives it in all its details. 
More often than not a violent scene is enacted and several 
helpers are required to control the patient who appears 
to have the strength of ten. The nurse who assists at such 
procedures must know what to expect. She must be 
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prepared for the patient’s impulsive actions once his self- 
restraint has been lessened by drugs. By following the 
doctor’s therapeutic approach carefully, she can be in the 
best position to hold the patient at the right time. There 
is a right way to hold and a wrong way. This technique 
must be learned because the inevitable accident will other- 
wise occur, not only will the patient harm himself from 
being insufficiently controlled, but the wrong positioning 
of the nurse’s grip may lead to injuries to him in the 
course of the disturbance. Even so, she should not attempt 
to hold a male patient but send for a male nurse or porter. 

If the treatment is dramatic, the results are equally 
so. How often one sees a girl with a paralysed arm or a 
man who is mute come out of the sound-proof room com- 
pletely recovered mentally and physically. Needless to 
say, this depends entirely on the careful selection of the 
patients and masterful technique and must be followed up. 


Psychotherapy 


So far we have mentioned only physical treatments. 
This is because they are the most recent advance in 
psychiatric treatment and have made it possible to treat 
many more subjects than was conceivable before by other 
methods. Psychotherapy is given to carefully selected 
patients attending outpatients, but owing to the natural 
reticence of people attending a psychiatrist and the need 
for the patient to have full confidence in the fact that he 
may tell his therapist everything, knowing it will not be 
heard by others, nurses cannot be present when such 
treatment is being given. Although psychotherapy is a 
treatment in itself, occasionally it may be combined with 
physical treatment or physical treatment may be necessary 
before psychotherapy can be given most advantageously. 


Research 


_ During the past few years a great many changes have 
gone on in the type of work that has been described. This 
is largely due to the research which is going on all the time 
in various departments. We have two full-time workers 
in the department who are conducting their researches 
into the ways in which patients with psychiatric disorders 
can most be helped. Trials of new drugs, tests to determine 
if a well-known treatment will help a given patient or not 
and variations in existing technique are being carried out, 
so that treatment and understanding of mental disease 
never stands still. The nurses’ observations on patients 
are very helpful to these workers and they can make their 
own contributions to research in this way. Very often 
changes in technique have to be discussed between medical 
and nursing staff so that the most efficient method can be 
evolved. 


Conclusion 


In ashort article, only factual things can be described, 
but it is on the atmosphere of a department of this sort 
that so much depends. The atmosphere is largely due to 
the interaction of the nursing and medical staff in their 
efforts to cure the mentally ill. A great deal depends on 
the morale of the unit, which in turn is transferred to the 
patients in their struggle to get fit. We do all we can to 
maintain this morale by trying to understand the patients’ 
difficulties and helping them as much as we can. There 
are great opportunities here for those who can forget 
themselves and give their thoughts to others less fortunate 
in their mental make-up. From the cup of tea after 
treatment to the words of comfort given by the nurse 
before a patient enters the psychiatrist’s consulting-room, 
there are a host of highly skilled procedures which the 
nurse can learn, and which having once applied she will 
never forget. 
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Sales and Midwives Whitley Council 


INCREASES IN SALARY SCALES, ALLOWANCES AND CHARGES 
TABLE III. SALARY SCALES: PUBLIC HEALTH AND DOMICILIARY NURSING AND MIDWIFERY SERVICES 
A. Senior Grades in Public Health and Domiciliary Nursing 


Board and 
Grade Salary Scale Increments Lodging 
where resident 
£ £ £ 
Superintendent Nursing Officer 
1,000 or more staff uae Discretionary 
‘500-999 staff 971-1,208 31 (2) 32 (3) 
(Range) 
300-499 _,, 924-1,055 26 (4) 27 (1) 
200-299 _,, 866-997 26 (4) 27 (1) 
150-199 _,, 809-940 26 (4) 27 (1) 
100-149 ,, 751-882 26 (4) 27 (1) 
50- 99 ,, 698-829 26 (4) 27 (1) 
25—- 49 ,, 667-793 21 (6) 
10- 24 ,, 656-740 21 (4) 
Deputy Superintendent wee * Officer 
1,000 or more staff... “ Discretionary 
‘500-999 staff 824-977 26 (3) 27 (1) 
(Range) 
300-499 _,, 767-872 26 (3) 27 (1) 
200-299 _,, 735-840 26 (3) 27 (1) 
150-199 ,, 704-809 26 (3) 27 (1) 
100-149 ,, 667-772 21 (5 
99 ,, 635-740 21 (5) 
25— 49 599-704 21 (5) 
Divisional or Area Nursing Officer, Superintendent ‘Health 
Visitor, Divisional or Area Superintendent Health Visitor, 
Superintendent Tuberculosis Visitor : 
300 or more staff 924—1,055 26 (4) 27 (1) 
200-299 staff 866-997 26 (4) 27 (1) 
150-199 _,, 809-940 26 (4) 27 (1) 
100-149 ,, 751-882 26 (4) 27 (1) 
50- 99 ,, 698-829 26 (4) 27 (1 
25- 49 ,, 667-793 21 (6) 
10- 24 ,, 656-740 21 (4) 
Superintendent School Nurse with H.V. Certificate or Diploma | As for Divisional or Area 
Nursing Officer 
without H.V. Certificate or Diploma As above less {30 
throughout 
Deputy Divisional or Area Nursing Officer, Deputy Superinten- 
dent Health Visitor, Deputy Divisional or Area Superin- 
tendent Health Visitor 
300 or more staff gua 767-872 26 (3) 1 
200-299 staff ... 735-840 26 (3) 27 (1) 
150-199 ,,.... 704-809 26 (3) 27 (1) 
100-149 ,, 667-772 21 (5) 
50- 99 ,, 635-740 21 (5) 
25—- 49 ,, 599-704 21 (5) 
Deputy ara se School Nurse with H.V. Certificate or | As for Deputy Divisional 


Diploma ans 
without H.V. Certificate or Diploma 


Assistant Divisional or Area Nursing Officer, Senior Health 
Visitor/Senior School Nurse/Senior Tuberculosis Visitor, 
Centre Superintendent 


(Where no Deputy Divisional or Area Nursing Officer is =— the appropriate scale for such an officer should be applied to the 


Assistant Divisional or Area Nursing Officer.) 
Principal Health Visitor Tutor 

Health Visitor Tutor in sole charge 

Health Visitor Tutor ons 
Superintendent of Home Service e (See 


300 or more staff 
200-299 staff 


or Area Nursing Officer | 


As above 


less £30 throughout 


504-641 


plus an allowance of £30 


746-877 
688-793 
662-767 


887-1,018 
830-961 


21 (6) 11 (1) 


21 (5) 26 (1) 


21 (5) 
21 (5) 


1e H 
1e 
| 
e 
§ 
e 
a 
26 (4) 27 (1) 
26 (4) 27 (1) 
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A. Senior Grades in Public Health and Domiciliary Nursing (cont.) 


Board and 
Grade Salary Scale Increments Lodging 
where vesident 
£ £ £ 
Superintendent of Home Nursing Service* opat.) 
150-199 staff ... 4 772-903 26 (4) 27 (1) 
100-149 ,,  ... 2... 719-850 26 (4) 27 (1) 
667-793 26 (4) 22 (1) 
25- 49 ,, 630-756 21 (6) 
10- 24 ,, 620-704 21 (4) 
Deputy Superintendent Home es Service* 
300 or more staff : 735-840 26 (3) (27 (1) 
200-299 staff 704-809 26 (3) 27 (1) 
150-199 ,, ..- 667-772 26 (3) 27 (1) 
100-149 ,, 635-740 21 (5) 
25- 49 ,, 567-672 21 (5) 
Superintendent District Nurses Home (Training) (See 
Notes t, §) | 
30 or more nurses 688-898 26 (4) 27 (1) 205 
(Range) 
16-29 nurses 641-767 21 (6) 182 
9-15 625-725 21 (4) 16 (1) 176 
5-8 ,, 604-704 21 (4) 16 (1) 176 
16 or more nurses 609-714 21 (5) 176 
9-15 nurses 583-683 21 (4) 16 (1) 176 
-s ,, 546-656 21 (5) 5 (1) 173 
Assistant Superintendent District Nurses Home nes. 8 
30 or more nurses: Senior Assistant 609-704 21 (4) 11 (1) 176 
Other Assistants 588-683 21 (4) 11 (1) 176 
Under 30 nurses: Senior Assistant 556-656 21 (4) 16 (1) 173 
Other Assistants 535-630 21 (4) 11 (1) 173 


( Note.—In assessing the salaries of Superintendents and Assistant Superintendents of District Nurses Homes, all nurses on the 
register of the Home shall be counted irrespective of whether or not they are actually resident.) 


Senior District Nurse of Home with 2-4 nurses (i.e. in addition 
to the Senior District Nurse) 
S.R.N. (and S.C.M. if required) 


Notes 


Salary for the appropriate 
basic grade plus an 
allowance of £20 


*A Superintendent or Deputy Superintendent of Home Nursing Service who holds the H.V. Certificate and is required to supervise 
health visitors should be paid the appropriate salary agreed for the corresponding Superintendent Health Visitor or Deputy 


Superintendent Health Visitor. 


tif a District Nurses Home is a District Nurses Training Home and also an institution approved for the training of pupil midwives, 
the salary of the Superintendent shall be that agreed for the Superintendent or Sister-in-Charge of a District Midwives Home if that is 
higher than the salary for the Superintendent of the District Nurses Home. 
tif midwifery and/or maternity nursing is regularly undertaken from a District Nurses Home the scale of salary of the Superintendent, 


Assistant Superintendent should be increased by £10 throughout. 


§In the case of a Superintendent of a District Nurses Home, and Assistant Superintendent of a District Nurses Home who has not 
successfully completed an approved course of district training, the appropriate scale of salary should be reduced throughout by £10. 


B. Senior Grades in Domiciliary Midwifery 


Board and 
Grade Salary Scale Increments Lodging 
where vesident 
£ £ £ 
Non-medical Supervisor of Midwives 

300 or more staff bes 924-1,055 26 (4) 27 (1) 
200-299 staff ... 866-997 26 (4) 27 (1) 

150-199 ,,... 809-940 26 (4) 27 (1) 

100-149 ,, 751-882 26 (4) 27 (1) 

50- 99 ,, 698-829 26 (4) 27 (1) 

25-— 49 ,, 667-793 21 (6) 

10-— 24 ,, 656—740 21 (4) 


(These salaries shall also be paid to a Non-medical Supervisor of Midwives who is wholly responsible for the supervision of midwives 


in an area or division by reference to the number of midwives for whose supervision she has been made responsible.) 


Assistant Non-medical of Midwives 
300 or more staff 
200-299 staff ... 
150-199 
100-149 _,, 


767-872 
735-840 
704-809 


667-772 


26 (3) 27 (1 

26 (3) 27 (1) 

26 (3) 27 (1) 
21 (5) 


f 
f 
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B. Senior Grades in Domiciliary Midwifery (cont.) 


Board and 
Grade Salary Scale Increments Lodging 
where resident 
£ £ £ 
Assistant Non-medical Supervisor of Midwives (cont.) 
50- 99 staff 635-740 21 (5) 
25—- 49 ,, 599-704 21 (5) 


( Note.—Where no assistant non-medical supervisor of midwives is employed and a midwife engaged on other duties assists the 
non-medical supervisor and in her absence deputises for her, an allowance of £30 shall be paid to the midwife in addition to her salary.) 


Superintendent of District Midwives Home (Training) 
16 or more midwives (including pupils) _... oan ens 662-788 21 (6) 182 
9-15 midwives (including pupils) ... or an ews 646-746 21 (4) 16 (1) 177 
5-8 midwives (including pupils) 625-725 21 (4) 16 (1) 176 
Superintendent of District Midwives Home (Non-training) 
9 or more midwives ... 604-704 21 (A) 16 (1) 176 
5-8 midwives ... ent 567-677 21 (5) 5 (1) 173 
Assistant Superintendent of District Midwives Home 
Senior Assistant (where more than one Assistant is 
employed) ... 577-677 21 (4) 16 (1) 173 
556-651 21 (4) 11 (1) 173 


Other Assistants 

_ (Where a Superintendent or Assistant Superintendent also holds the appointment of Midwifery Tutor in a midwives home which 

is approved for Part II training where there are six or more pupils or alternatively where a separate Midwifery Tutor is appointed, 
she should be paid as a Midwifery Tutor (sole charge) in hospital, viz. £688-—{£793 less £204 board and lodging.) 


Midwifery Sister in Charge of Home of 2-4 Midwives (including | Salary for the appropriate 
pupil Midwives, i.e. in addition to the Midwifery Sister-in- | basic grade plus an allow- 


(Where the Midwifery Sister-in-Charge was appointed on or before April 1, 1938, and her only qualification is that of S.C.M., the 
Rushcliffe recommendation that she should receive the salary applicable to a doubly qualified midwife should continue to operate in 


England and Wales (Table II, Midwives S.C. Notes No. 5 


REMAINING SCALES 


Members of the Royal College of Nursing may obtain 
further details of the following scales from the College. 
TABLE II. SALARY SCALES: HOSPITAL SERVICE TABLE IV. SALARY SCALES: NURSERY SERVICE 

| D—Nursing Staff in Mental Hospitals and TABLE V. RATES FOR PART-TIME NURSES AND MIDWIVES 
APPENDIX B. Eguat Pay: NEw TRANSITIONAL SCALES. 


E—Midwifery Staff in Maternity Hospitals 
and Homes 


Mental Deficiency Institutions. 
Table II c. will be published next week 


- DISTRICT SUPERINTENDENTS; STAFF IN RESIDENTIAL SCHOOLS 


MC Circular No. 65 notifies agreements reached by the (Non-training) with 16 or more nurses shall be assimilated to 


Nurses and Midwives Whitley Council relating to the the new salary scale as follows: 
3 (a) A Superintendent in post on April 1, 1957, who for 


following matters. 
[The salary scales printed below have been superseded any reason was on that date in receipt on a personal basis 
by the new scales following the general salary increase. They of a higher salary than that corresponding to the correct 
incremental point on the old Whitley scale, shall be 


are, however, valid between April 1 and July 1.] 
assimilated to the new salary scale at the incremental 


point corresponding to her service in her present post, 


I.—District Nurses Homes (Non-training) 
or if more favourable, at her existing salary. If her 


1. The salary structure for Superintendents of District Reon ; ‘ . 
Nurses Homes (Non-training) as set out in Table IIIA of existing salary is above the correct incremental point on 
Appendix A of NMC Circular No. 55 has been revised to the new salary scale plus London weighting where pay- 
provide a separate salary scale for Superintendents of homes able, she shall mark time at her existing salary until it is 
with 16 or more nurses, as well as the salary scales for Super- overtaken as a result of incremental progression. 
intendents of homes with under 16 persons which are un- (6) Superintendents in post on April 1, 1957, other than 
changed by this agreement. The revised salary structure is those referred to in (a) above, shall be assimilated to the 
as under: new salary scale as from that date, at the incremental 

point on the revised scale corresponding to the incre- 
mental point reached on the old scale. 
Board (c) ‘A Superintendent appointed to her present post 
Nn ities tue 7 and a —S between April 1, 1957, and the date of this circular shall 
be assimilated to the new salary scale at the incremental 
point at which she would have entered the new scale 
£ f : if this agreement had been in force at the date of her 
16 or more nurses... 580-680 20 (5) 166 appointment. 
9-15 nurses sis 555-650 20 (4) 15 (1) 166 
5-8 nurses $i 520-625 20 (5) 5 (1) 164 II.—Definition of Senior District Nurse or Senior District 
Nurse-Midwife 


| ; 4. Paragraph 27 of NMC Circular No. 19 which defines 
2. This agreement shall have effect from April 1, 190%. a Senior District Nurse or Senior District Nurse Midwife, 


3. Existing Superintendents of District Nurses Homes has been amplified by the addition of the following sentence: 


4 
—— 
i 


1064 


‘The grade includes a District Nurse or District Nurse 
Midwife who whilst normally undertaking district work is 
designated by her employing authority as next in charge to 


the Superintendent of a District Nurses Home (Non- 


training) to relieve her during annual and sick leave and 
during her weekly time off.’ 


III.—Nursing Staff in Residential Schools and Boarding 
Establishments 

5. The definitions of residential school nurse in para- 
graphs 21 and 34 of NMC Circular No. 19 have been repealed 
and new definitions for all grades of nurses employed in 
residential schools or boarding establishments maintained by 
local authorities under the Education Acts are set out in 
paragraph 7 below. The salary scales for all grades are 
detailed in paragraph 8 below. 


6. For the purpose of grading the nursing staff employed 
therein, residential schools and boarding establishments have 
been divided into two categories, as follows. 

Group A—Establishments where the children require 
continuous skilled nursing care, such as special schools for 
severely physically handicapped, epileptic, and very delicate 
children, and hostels for diabetics, and where the Matron, in 
addition to being responsible for the nursing of the children, 
is either solely, or under the general direction of the Medical 
Superintendent, in administrative charge. 

Group B—Establishments of the type referred to above 
which are in administrative charge of a Head Teacher, and 
establishments where the children are not primarily in 
attendance on medical grounds, such as boarding schools for 
ordinary children, and special schools for blind, deaf, mal- 
adjusted and the less severely physically handicapped and 
delicate children. 

7.—(a) Definitions of grades of nursing staff employed in 
residential establishments in Group A 

(i) A Matron, is a State-registered nurse or Registered 

Sick Children’s Nurse who, in addition to undertaking 

responsibility for the nursing of the children in the 

establishment, is, either solely, or under the general 
direction of the Medical Superintendent, in administra- 
tive charge. 

(ii) An Asststant Matron, is a State-registered nurse or 

Registered Sick Children’s Nurse who assists the Matron 

and deputises for her. 

(iii) A Sister, is a State-registered nurse, or Registered 

Sick Children’s Nurse, below the rank of Assistant Matron, 

whose duties include the supervision of staff nurses. 

(iv) A Staff Nurse, is a State-registered nurse, a Regis- 

tered Sick Children’s Nurse or a Registered Fever Nurse 

below the rank of Sister who is employed on nursing 
duties appropriate to a trained nurse. 

(v) An Enrolled Assistant Nurse, is a nurse on the Roll of 

Assistant Nurses kept by the General Nursing Council 

or the General Nursing Council for Scotland who is 

engaged on nursing duties under the supervision of 
trained nursing staff. 


(b) Definitions of grades of nursing staff employed in 
B | 


residential establishments in Group 

(i) A Residential School Nurse, is a State-registered Nurse, 
a Registered Sick Children’s Nurse, or a Registered 
Fever Nurse who is employed on nursing duties appro- 
priate to a trained nurse. 

(ii) An Enrolled Assistant Nurse, is a nurse on the Roll 
of Assistant Nurses kept by the General Nursing Council 
or the General Nursing Council for Scotland who is 
engaged on nursing duties under the supervision of 
trained nursing staff. 


NURSING TIMES SUBSCRIPTIONS 
Owing to the increased postage rates from October 1, we 
regret that the subscription rates for readers obtaining the 
Nursing Times direct from the publishers will have to be 
raised as follows. 
Non-members College members 

INLAND ABROAD INLAND ABROAD 

ia months - 17 OF 0 £110 6 6 


6 months 0 O 15 3 16 9 
. 3 months 9 3 10 0 2 8 6 
The cost of the journal obtained from newsagents remains 


at 6d. weekly. 
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8. The salary scales for the grades of nurses defined in 
paragraph 7 above are detailed in the following tables. 


(a) Nurses employed in residential establishments in Group A 


Board 
and lodging 
Grade Salary Scale Increments where 
resident 
£ £ £ 
Matron | 

200 beds and over 710-850 25 (5) 15 ", 219 
100-199 beds ... 690-805 20 (2) 25 (3) 219 
50— 99 beds ... 670-755 20 (3) 25 (1) 218 
Under 50 beds... | 650-730 20 (4) 218 
Assistant Matron* (i) 580-680 20 (5) 176 
(ii) 485-615 20 (6) 10 (1) 164 


plus an allow- 
ance of £30 
Sister és ase 485-615 20 (6) 10 (1) 164 
Staff Nurse 
hae 425-530 15 (3) 20 (3) 153 
Female ... See Appendixt| See Appendix 153 
Enrolled Assistant 
_ Nurse 
on ee bes 385-490 15 (7) 146 
Female ... ... | See Appendix | See Appendix 146 


*The choice of scales is left to the discretion of the employing 
authority, having regard to the type of establishment and the 
degree of responsibility undertaken. 


(b) Nurses Employed in Residential Establishment in Group B 


Board 
and lodging 
Grade Salary Scale | Increments where 
resident 
£ £ £ 


Residential School 
Nurse 485-610 20 (6) 5 (1) 164 

(Where two residen- 
tial school nurses are 
employed in any one 
school the senior shall 
receive an allowance of 
£20 in addition to 


salary.) 
Enrolled Assistant 
urse 
Male ae iis 385—490 15 (7) 146 


Female... ... | See Appendix | See Appendix 146 


t Appendix—Equal Pay Transitional Scales. 


9. This agreement shall have effect from April 1, 1957. 


10. Nurses in Group A whose posts are regraded in 
accordance with this agreement shall be assimilated to the 
appropriate salary scale in table (a) of paragraph 8, at the 
point in the new scale which they would have reached had 
the agreement been in operation at the date of aed appoint- 
ment to their present posts. 

11. Nurses in post at the date of this Circular shall have 
the option to retain the salary scale and conditions of service 
on which they were employed on that date or to enter the 
appropriate new salary scale in accordance with paragraph 10 
above and be subject to the conditions of service of the 
Nurses and Midwives Whitley Council. 


* * 


NMC Circular No. 67 gives the increased salaries for 
dental attendants employed in dental hospitals, dental 
departments of general hospitals, and, in England and Wales, 
in dental clinics administered by local authorities. 


NMC Circular No. 68 gives the increased salaries for 
V.D. nursing orderlies and V.D. nursing supervisors and for 
blood donor attendants. 


The revised salaries have effect from July 1, 1957. 
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the CAMERA! 


Enterprising nurses from East Court 

Children’s Home, Ramsgate, toured the 

town’s main streets with an old-time 

barrel organ to get publicity for a fete in 
aid of the Home’s funds. 


One of the features of the recent Hammer- 
smith Hospital Nurses’ League garden 
party was the opportunity for visitors to 
record their own voices—and then listen 
to the result! ; 


NURSES — Caught by 


STUDENTS’ 
SPECIAL | 


No more worry about missing the last bus 
back to hospital for these nurses at Poole 
Hospital, near Middlesbrough (left). Four 
have already acquired motor scooters and two 
more are on order. 


The patient in bed is a nurse: Molly 
Barden won a prize at the Dread- 
nought Seamen’s Hospital, Green- 
wich, but 1t was presented to her in the 
ward. She had recently undergone her 
16th operation for a leg injury when a 
child of 9—and this one, it is hoped, 
will remove the disability. 
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you will find that your patients have 

many ingrained beliefs, which are quite 
contrary to the things you yourself have 
been taught, and that it is no good just 
pooh-poohing them. For example, you will 
open the windows, without any reference to 
their desires. But they ‘know’ that a draught 
is highly dangerous, that there is a disease 
called ‘chill’ which can be caught, and that 
sick people are liable to die if not kept warm. 

Mothers visiting the children’s ward may 
be horrified to see a baby with nothing on 
but its nappie on a hot day, or to see their 
own feverish child allowed to stand up in 
its cot. 

You have to remember that popular 
medical knowledge lags about 50 years 
behind the times, and when a woman says: 
‘‘Oh, but surely, all doctors agree about 
that!’’ what she means is that a doctor once 
said it to her grandmother and it has been 
passed down in the family. Hence the 

pular craving to have all tonsils out, 
whether diseased or not, to have all boy 
babies circumcised—and the popular dread 
of such new-fangled notions as immuniza- 
tion against polio. 

Fifty years ago there were hardly any 
drugs worth using, and patients were given 


Byou wit you have been nursing long, 


- medicines to keep them happy. So in spite 


of the fact that chemotherapy is now a 
pretty exact science, the patient having an 
antibiotic for her bronchitis will still want 
to know where her cough mixture is, and 
the  somngemte anaemia patient, having her 
B 12, but feeling weak, will demand as well, 
a tonic. Curiously enough, none of them 
demand leeches! 


Granny Warned Her 


Grandmother fought a losing fight against 
no exercise, a stodgy diet, and an earth 
closet at the bottom of the garden, which 
made her obsessed by her constipation. Her 
descendant of today is still harassed if she 
misses a day, and overdoses herself with 
purgatives, so that she shall never get like 
granny did. There once was a medical belief 
in auto-intoxication—that poisons from a 
constipated bowel led to every ailment under 
the sun. People had their colons cut out, 
others lived on yoghourt or had daily enemas. 
We have left all this far behind, but your 
patients still believe it. 

Other beliefs from a bygone age are that 
you must have wool next your skin, that it 


_ is very dangerous to get your feet wet, that 


girls shouldn’t wash their hair while 
menstruating, and that the ‘change of life’ 
is pretty sure to send women gaga. 


( 
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Weekly Pages for Younger Members of the Nursing Profession 
| Popular Fallacies 
t | among your Patients 


Dr. WILLIAM EDWARDS gives wise 


~ a but tolerant Warning about the Old Wives’ 


bottles of medicine 
from the doctor's 


| Fifty years ago, 
surgery kept them 
happy. 


It is no good disregarding a patient’s 
belief in such things. You must solemnly 
assure her that in her case all is well, and 
these dangers have been borne in mind. 

But besides those who dwell in the past, 
you will meet patients all too enthusiastic 
about the wonders of the present. There is 
the thermometer addict who assures you 
that she is unique because her temperature 
is always subnormal, though I have never 
discovered exactly what disease this makes 
her liable to! And there is the mother who 
doesn’t worry if her child’s temperature is 
101.2° but flies into a panic when it reaches 


101.8°, because everyone knows 102° is 


something pretty serious. 

They are only too knowing about their 
blood pressures though, curiously enough, 
they have never heard of the diastolic pres- 
sure. Usually this means a good deal more 
to a doctor than the systolic does, but these 
fans keep a record of their systolic pressures 
in a little notebook and demand the latest 


: Tales you will certainly hear in the Wards 


that is necessary to arrive at a diagnosis, 
but the patient will not be satisfied till she 
has been to the X-ray department. 

Now it is no good at all being impatient 
with people’s misconceptions and prejudices. 


- They have not had a medical training, and 


one would not expect them to know these 
things. Not so long ago, doctors and nurses 
took the easy way out, stated the truth (or 
what they thought the truth) dogmatically, 
and expected the patient to accept it with- 
out argument. But people today, though 
still ignorant, are immensely interested in 
matters of health and disease, and will not 
be fobbed off. Most of them are perfectly 
willing to have their beliefs contradicted, if 
this is done courteously. 

Do not say to a constipated woman: 
““You’ll get an aperient when it is ordered, 
not before!’’ She will be resentful, think you 
an ignorant chit, and contrive to take one 


unknown to you. It is not much better,’ 


though more polite, to say: ‘‘It really doesn’t 
matter if your bowels haven’t acted for a 
week.’’ She doesn’t believe you. But if you 
say: ‘‘I’ve known hundreds of people made 
ill by diarrhoea, but very few by constipa- 
tion. Don’t you worry’’, then you have 
reassured her. 

Remember that the lay person’s medical 


—- —— 


Their X-ray plates are quite as good entertainment as 3-D films 
in glorious Technicolour. 


figures once a month. I have even known 
them keep a graph of it, and think they are 


_a day’s march nearer heaven when it goes up. 


The demand to be X-rayed is universal. 
Most lay people believe firmly that the X- 
ray cannot lie, that anything from high 
blood pressure to piles can be diagnosed in 
this way, that the results are quite as good 
as 3D films in glorious Technicolour. A 
complete clinical. examination may be all 


knowledge is a horrible compound of things 
he has read and misunderstood, chat about 
other people’s illnesses, and uncompre- 
hended- medical terms. You have to wean 
him from it, not bludgeon him out of 
it. Old traditions die very hard: to bring 
that near home—why do you take the 
flowers out of the ward every night? Because 
Miss Nightingale did? There is no scientific 
reason for it at all! Yes, we’re all vulnerable. 


SS 
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ACROSS THE TOP 


OF THE WORLD 


by PATRICIA BENNETT, 
Ward Sister, Royal Free Hospital, London. 


memorable and wonderful experience, 

that of escorting a Japanese patient in a 
laster bed on the transpolar flight across 
Yorthern Europe to Tokio, in all a nine-day 
trip. 
After a diagnosis of spinal lesion requiring 
probably a year’s treatment, it was decided 
to fly my patient home in order that he 
might enjoy the comforts of his family and 
friends around him for this long period. 

After preliminary arrangements were 
completed, we finally left London Airport 
for Copenhagen on Tuesday, April 9, at 
3.15 p.m. At the airport we had been 
accorded all priority privileges, and were 
installed in our plane 15 minutes before our 
fellow passengers embarked. The patient 
snug in his plaster bed was fixed comfort- 
ably on a sleeper, with myself in a comfort- 
able seat at his head. Shortly, after a very 
smooth take off and once we had gained 
our cruising altitude of 10,000 ft., lunch was 
served, a typical Scandinavian meal, the 
first of many to be much enjoyed by the 
patient and myself. 

We flew over the cotton wool of the clouds 
in brilliant sunshine, at times catching fleet- 
ing glimpses of Holland, Northern Germany, 
and then the Baltic Islands, landing at 6.30 
p.m. at Copenhagen. After our fellow- 
passengers had disembarked my patient was 
taken by ambulance to a private room put 
at our disposal by the airport; here I was 
able to carry out his treatment and see to 
his needs before we re-embarked on the 
Polar flight. We were treated with the 
greatest kindness and consideration and 
everything was thought of for our comfort. 


Champagne at the North Pole 


At 9 p.m. we went aboard a D.C.7 plane 
for our Polar flight to Tokio; however, 
owing to a delay we did not leave till 1.30 
a.m. and then had to make an additional 
stop, owing to strong head winds diverting 
us from our direct route, at Lules in 
northernmost Sweden. Then we went 
straight on to Anchorage, Alaska, cruising 
at an altitude of 23,000 ft., where we 


[s2emor recently returned from a most 


arrived after a 154$-hour flight. We had 


crossed the North Pole and been served 
with champagne at 3 a.m. in brilliant sun- 
shine, and 
line, so that we arrived at 5.30 a.m. on 
Wednesday. The views of the Yukon river, 
forests and mountain range which includes 
Mount McKinley, the glittering and dazzling 
snowcaps and the new spring foliage of the 
forests presented a wonderful sight, as did 
the airfield with its brightly coloured 
minute planes—the best form of transport 
in that area. Although it was 32° below zero 
it was dry crisp sunshine and not a bit cold. 


The passengers left the plane for an hour, 
but we were allowed to remain and therefore 


saw the complete refit and refuelling of this 


giant plane, from towels to champagne, and 
a further 3,000 gallons of fuel. We were 
interviewed on board by the immigration 
and customs officials who wished us a safe 
and comfortable journey. 

We left at 6.30 a.m. and flew onwards 
across the Bering Sea and down over the 
Aleutian Islands towards Japan—again 
crossing the date line—to arrive 174 hours 
later at 6.30 p.m. on the same day. At 
Haneda Airport we were last to disembark 
down the gangway and across a red carpet, 
my patient to an awaiting ambulance, and 
myself to the immigration, customs and 
currency officials on behalf of us both. Here 
nothing was spared to make things easy for 
us, and these formalities were soon over. 
Then to the arrival lounge where to my 
astonishment a formidable welcome com- 
mittee awaited me—the patient’s wife, 
three small sons and several other members 
of his family (none of whom spoke English), 
and eight gentlemen—directors and foreign 
branch officials of his firm (with limited 
English). I was most cordially welcomed 
with all the honour and respect of the East 
by each and everyone present at least twice. 

Finally we left by car and ambulance for 
a hospital in Tokio one hour’s drive away. 


crossed the internationaldate "agus 


Approaching the Greenland ice cap on the A RS 


transpolar flight. 
[Photo: Scandinavian Airlines System. ] 
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At the hospital, which was a wooden build-. 


ing of large proportions and to my eyes 
rather bare and bleak, we took the patient 
to a room with four beds in and there I 
finally handed him over with the aid of an 
interpreter to the medical staff and his wife 
who will look after his needs while he is in 
hospital. 

I was then taken by car to the very 
modern and large Hotel Dai-Ichi, in the 
centre of Tokio not far from the Imperial 
Palace, and after lunch and more formality 


_and ceremony of ‘bidding me tomorrow’, I 


eventually found myself in my room at 10.45 
p.m. awaiting my luggage which had in- 
advertently been sent to the patient’s own 
home. 

Next day the director and senior members 
of the patient’s firm called for me and told 
me of their schedule for entertaining me in 
the five days before my return flight. The 
first day was spent sight-seeing by car all 
round Tokio—a mixture of East and West. 
The traffic there is fantastic, there appear 
to be no restrictions on speed, and everyone 
makes as much noise as possible with their 
horns. It is difficult to concentrate on the 
sights as one is constantly watching the 
dangers on the road. Tokio was full of 
industry—everywhere new buildings going 
up, and the roads being repaired (which 
they badly needed). The kimonos seen 
were of subdued blues, grey and browns 
rather than the colourful ones I had 
imagined, but a large percentage of men 
and women were in western clothes. 


Sightseeing in Japan 


During the next three days I was taken 
by car or train out to various beauty spots, 
such as Nikko—the national park area high 
in the mountains to the north west of Tokio. 
Here the snow was still on the ground and 
on the caps of the mountains—but the 
colours, fascinating temples and’ traditional 
buildings proved most intriguing. Another 
day I visited the Pacific coastline around 
Yokohama and Kamakuia south of Tokio- 
There the sea was a magnificent blue with 
golden beaches stretching for miles and 
everywhere the trees and plants were burst- 
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ing into leaf—all much behind England 
although the climate is very similar at this 
time of the year. The cherry blossom I saw 
was white and lacy, but nothing like as 
colourful as the Japanese cherry of the 
Botanical Gardens at Kew. 

It being Palm Sunday I went to an 
attractively designed wooden church called 
St. Albans, where every member of the 
crowded congregation was presented on 
entering with a palm cross and small 
bright-headed pin. After the service the 
vicar introduced everyone as they left the 
porch to the Japanese bishop who had 
preached the sermon and then invited 
everyone in for coffee. 

My hosts were most kind and anxious to 
give me everything I wanted, in fact I was 
almost afraid to admire anything in the 
shops as they immediately wanted to buy 
it for me. With a delightful Japanese lady 
I spent a busy time shopping and trying to 
find small things suitable to bring home; 
then we had a traditional Japanese lunch. 
After removing our shoes, we mounted a low 
platform and sat cross-legged in front of a 
small low table. We were served with green 
tea, followed by fish soup with pieces of 
oyster and watercress in it. Chopsticks were 
then provided to eat the main dish of young 
lobsters cooked in their shells with egg, and 
fishbowls of rice, sauce and pickles—it took 
a little time to manipulate the chopsticks 
but I managed to acquit myself quite well; 
then followed a sweet made of rice looking 
very sticky but which was rather tasteless. 

The day before returning to England I 
went to the hospital to visit my patient, 
after first buying a basket of flowers which 


were specially arranged while I waited at a © 


flower shop outside the Imperial Palace. 
He was very pleased to be in Tokio near his 
family and most anxious that I had been 
looked after well, and could not say enough 
charming statements about my accompany- 
ing him all that way home, and about the 
care taken of us aboard the planes. 

On my last evening I was entertained to 
a dinner given in my honour by the firm 
and after a delightful speech the director 
presented me with a pearl necklace, and 
asked that I should return soon in order 
that they could really show their apprecia- 
tion for my kindness in looking after their 
colleague. 


V.I.P. Departure 


On April 16 at 10 a.m. I was seen off by 
the deputation for the firm at Haneda Air- 
port, and was presented with a beribboned 
bouquet of beautiful mixed flowers. I must 
add how wonderful it felt to be treated like 
a V.I.P., walking along a red carpet carrying 
a bouquet to the enormous plane, there to be 
saluted smartly by the entire crew, who 
were all anxious to hear news of my patient. 
and if I had enjoyed myself. 

_ After a most enjoyable return flight, this 
time landing in Anchorage at 3 a.m. in a 
truly midnight blue sky against the back- 
drop of snow-covered mountains, I eventu- 
ally arrived at Copenhagen at 6 a.m. on 
April 17. There I was taken to a hotel in the 
centre of the city, where a private room 
with bathroom was put at my disposal, and 
after a refreshing bath and rest, breakfast 
was served. We then rejoined the Copen- 
hagen-London flight at 10 a.m. and landed 
at 2.4 p.m. at London Airport. 

Even now I find it hard to believe that 
in 13 hours I had covered a distance of 
approximately 17,000 miles across the top 
of the world in complete comfort, and had 
everywhere met nothing but kindness and 
thought which made it such a pleasant and 
memorable journey. My hope now is that 
the patient will make a full recovery and be 
restored to his family once more. 
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PRELUDE TO THE NATION’S NURSES’ CONFERENCE 


Work Study and the Hospital Service 


reports have been published recom- 

mending shorter hours for nurses, 
with more evenings and weekends off duty. 
No means of achieving these benefits is 
suggested and one is left with the impression 
that it is an old-fashioned whim of matron 
and sister that keeps nurses on duty at 
these times. 

If medical staffs were not so hard-pressed, 
ward work could be planned so that most of 
it was completed early in the day when 
patients are at their best. This would make 
it possible for more nurses to be off duty in 
the evening, reducing the working span on 
several days a week. 

Viewing the situation objectively one 
realizes that the medical staff spend the 
morning and afternoon in the theatre and 
outpatient departments or in protracted 
ward rounds, leaving procedures like lumbar 
puncture, tapping and setting-up of in- 
fusions, other than emergency transfusions, 
to be carried out in the evening. Twenty- 


ox the last 25 years, a number of 


four elective blood transfusions were given _ 
during one weekend in a hospital of 400 beds 


because the residents had no other time in 
which to do this necessary work. 


Evening and Weekend Work 


Taking patients’ histories, including 
physical examination, is another activity 
crowded into evenings and weekends. All 
these proceedings take up time in setting 
trays, assisting, chaperoning and clearing up 
afterwards. Nor should the psychological 
disturbance to the individual patient and 
the ward at large be forgotten at a time 
when there should be an atmosphere of calm 
and peace as a prelude to a good night’s 
sleep. No wonder hospital drug bills are so 
costly. | 

If hospital authorities would set aside one 
or two wards for patients whose treatment 
can be completed within a week, and there 
are many whose stay is only five or six days, 
those wards could be closed on Sundays 
making it possible for staff to be free at the 
weekend and incidentally reducing domestic 
costs. 

To be responsible for a number of very ill 


The ‘Helping Hand’— 


HE ‘Helping Hand’ is a very 

practical and lightweight gadget 
designed to give added independence 
to those temporarily or permanently 
handicapped. It will pick up any- 
thing, from a pin to a cushion (ora 
pillow, or a well-filled handbag, or 
book). It will also pull up the 
blankets, or draw thecurtains froma 
wheel-chair, and its very light trigger touch 
makes it suitable for use by a handicapped 
person with restricted gripping power. 

The ‘Helping Hand’ is 264 in. long and 
weighs only 5} oz. and the cost is 32s. 6d. 
Some hospitals are installing this gadget in 
their orthopaedic wards, to save some of 
the calls on the nursing staff. 


Right: picking up a ball of wool. 7 
Inset: detail of the atd about to pick up a 
“piece of paper. 


patients with little more help.than a team of 
constantly changing student nurses is a 
great strain on ward sisters. A ward 
equipped and» used as a theatre recovery 
room during the day and for emergency 
admissions at night would make it possible 
to concentrate nursing skill where it is most 
needed and relieve the regular wards of 
disturbance. 


Inventories 


Responsibility for inventories of crockery, © 


cutlery and linen is a burden which should 
be removed from those whose chief concern 
is the care of patients and guidance of 
student nurses. Apart from cups, saucers 
and tumblers, crockery and cutlery might 
well be delivered to the ward with the food 
and collected, after each meal, to be washed 
up centrally. This arrangement would have 
the merit of reducing one source of noise in 
hospital wards. 

Central linen supply is a euphemism in 
this country. In at least one American 
hospital the linen room superintendent is 
responsible for keeping the ward linen cup- 
boards stocked, tidy and clean, relieving the 
nursing staff of all responsibility for linen. 

Ritual bedmaking accounts for many 
nursing hours. It is based on the require- 
ments of patients who were cared for before 
the advent of antibiotic drugs, when their 
fevered tossings played havoc with the soft 
mattresses of bygone times. Personal 
experience has proved that, with a modern, 
firm mattress, it is unnecessary to make 
beds for the majority of patients more than 
once a day. Now that synthetic substances 
can be used instead of feathers, quilts can 
be used hygienically, one replacing a 
number of blankets, so reducing labour. 


Presenting our Case 


These are a few thoughts of one nurse on 
the problems facing those who work in hos- 
pital. Let us be ready to present our case on 
a wide variety of problems which can only 
be solved with the co-operation of medical 
and administrative staffs of hospitals. 

ELIzABETH M, Watt. 


—GADGET FOR 
HANDICAPPED 
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Branch Notices 


Gloucester Branch.—The monthly busi- 
ness meeting will be held at Gloucester 
Royal Hospital (Great Western Road 
Branch), on Tuesday, September 24, at 
6 p.m. 

Rarregate Branch.—Miss J. Walker, 
superintendent nursing officer, West Riding 
County Council, will give a talk on her 
work and travels in India and the East, 
illustrated by films, in the classroom of the 
regional hospital board, Queen’s Parade, 
on Tuesday, October 1, at 7.30 p.m. 


The First 50 


The SOUTH EASTERN 
METROPOLITAN BRANCH 


offers to 
pay the entrance fee 
of the first 50 nurses in the 


south eastern area of the College 
seeking to become members. 


Apply to the hon. secretary of 

the Branch, Miss E. M. Andrews, 

5, Kennington Park Place, 
S.E.11, or to 


the General Secretary, Royal 
College of Nursing, London, W.1, 
making reference to this 
announcement. 


Hastings and District Branch.—A business 
meeting will be held at Buchanan Hospital 
on Thursday, October 10, at 3.30 p.m. 

North Western Metropolitan Branch.—A 
jumble sale will be held at Shepherds Bush 
Tabernacle, Shepherds Bush Road, W. 6, 
on Saturday, September 28, at 3 p.m., 
kindly arranged by Miss Baker, superinten- 
dent, Hammersmith District Nursing Asso- 
ciation, to whom jumble should be sent at 
103, Shepherds Bush Road, W.6 (arrange- 
ments can be made for collection). Proceeds 
for Branch funds. Tvavel: five minutes’ 
walk from Shepherds Bush Tube Station, 
or trolleys 628, 630 from Hammersmith 
Broadway to The Grampians (flats). 


Study Days and Weekends 


CUMBERLAND 


Cumberland Branch will hold a study 
weekend in the Salkeld Hall, Cumberland 
_ Infirmary, Carlisle, on Friday and Saturday, 
October 4 and 5 


Friday, October 4 

2.15 p.m. Registration. 

2.30 p.m. Opening by Miss M. T. Hind- 
marsh, headmistress of the Margaret 
Sewell School, Carlisle. | 

2.45 p.m. Cerebral Circulation and the 
Treatment of Aneurysms, by G. F. Row- 
botham, B.SC., F.R.C.S., L.R.C.P., consul- 
tant in Neurological Surgery, No. 1 
Regional Hospital Board. | 

3.30 p.m. Tea. - 

5p.m. Visit to geriatric ward, City General 
Hospital. : 

5.30 p.m. Medical Cave of the Aged. Charles 
Rolland, M.R.c.P., physician, East Cumber- 
land Group Hospitals. (At the City 
General Hospital). 


7 p.m. The World Health Organization and 
its Nursing Activities, by Miss O. Bag- 
gallay, M.B.E., LL.B., formerly chief of the 
Nursing Section, WHO. 


Saturday, October 5 


10.30 a.m. Registration and coffee. 

ll a.m. Recent Advances in the Treatment of 
the Ear, Nose and Throat, by J. C. Camp- 
bell, F.R.c.S., consultant surgeon (E.N.T.), 
Cumberland and North West Special Area 
and Dumfries Area. 

2.15 p.m. The Problem Child, by Miss M. Y. 
Cameron, M.A., psychologist, Carlisle City 
Health Department. 

3.30 p.m. Tea. 

4.30 p.m. Experiences in the U.S.A. an 
Canada, by Miss M. Smith, ward sister, 
Cumberland Infirmary. 


Fees. Complete course: members 6s., 
non-members 7s. One day only: members 
3s., non-members 4s. Single lectures: mem- 
bers ls., non-members Is. 6d., students 9d. 


PETERBOROUGH 


Peterborough Branch study day will be 
held at Thorpe Hall Rehabilitation Centre, 
Thorpe Road, Peterborough, on Saturday, 
September 28. 

10 a.m. Coffee. 

10.15 a.m. First speaker: Dr. C. H. Whittle, 
consultant ermatologist. Second 
speaker: Dr. D. J. Richardson, con- 
sultant psychiatrist. 

Afternoon. The Total Care of Patients at 
Home and in Hospital, by Miss A. M. D. 
Leslie, matron, West Middlesex Hospital; 
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Mrs. Brightmore; Miss G. M. Francis, 
superintendent health visitor, Teddington, 
Middlesex. 

Fees. Whole day, including lunch and 
tea, 6s. 6d. Half day, including tea, 3s. 6d. 
Tickets may be obtained from the hon. 
secretary, Miss M. A. Hodkinson, 149, 
Lincoln Road, Peterborough. 


STOCKTON-ON-TEES 
Stockton-on-Tees Branch will hold a 
study day at St. Luke’s Hospital, Middles- 

brough, on Saturday, September 28. 

2 p.m. Opening remarks by Dr. T. M. 
Cuthbert, physician superintendent, St. 
Luke’s Hospital. 

2.15 p.m. Lecture by Dr. G. B. R. Warnock, 
consultant physician, Stockton and 
Thornaby Hospital. 

3.15 p.m. Lecture by Dr. D. D. Webster, 
assistant physician, St. Luke’s Hospital. 

4.15 p.m. Tea provided by the Branch. 

5 p.m. Film show. 


ROYAL COLLEGE OF NURSING 
APPEAL 


for the Nation’s Fund for Nurses 


Extract from a letter received last month: 
‘‘The enclosed cheque is but a very small 
contribution to the Nation’s Fund for 
Nurses. I have made a standing order with 
my bank to send this amount at the 
beginning of every month. I am not able 
adequately to express how much I was 
cheered and helped by the kindness and 


(continued on next page) 


MEETING THE GENERAL SECRETARY 


Colchester Branch Reception 


Above: left to right, 
Miss K. Mead, assis- 
tant matron, Chelms- 
ford Hospital; Miss 
E. E. Britt, principal 
tutor, Chelmsford 
School of Nursing, 
and Miss M. Thyer, 
eastern area organizer. 


Right: left to right, 
Miss I. B. Knight, 
Branch chairman; 
Mrs. H. M. Blair- 
Fish: Mes. 
W heeler,the mayoress ; 
Miss A. Tydeman; 
Miss Catherine M. 
‘Hall, and the mayor. 


Colchester and District Branch held a 
reception and sherry party in the Town Hall 
on September 11 to meet Miss C. M. Hall, 
general secretary of the College. The mayor 
and mayoress were present with representa- 
tives of the medical staffs and hospital 
management committees; members of the 
Chelmsford and Ipswich Branches had also 
been invited, and two representatives of the 
Student Nurses’ Association Unit. 

The mayor welcomed Miss Hall most 
warmly and in reply she spoke of her 
pleasure at being able to meet so many 
members and friends on this first visit to a 
Branch as general secretary of the Royal 
College of Nursing. 
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generosity extended to me by and through 
the Royal College of Nursing during a most 
distressing time.’’ Will you too send a regu- 
lar donation and so help someone through 
a bad time? 

Contributions for week ending September m 


s. d. 

Anon 7 $5 0 

Mrs. J. Grigg. Monthly donation 04 ee 10 O 

Miss W. Steward. Three months’ donation .. 15 0 
Total £3 7s. 

-E. F. INGLE, 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. 


Additions to the Library 


Austin, A. L. History of Nursing Source 
Book!* (New York, Putnam, 1957). 

Bottome, P. Alfred Adler: apostle of 
freedom (Faber, 1957). 

Brown, G. I. Introduction to Organic 
Chemistry (Longmans, 1957). 

Clegg, H. A. and Chester, T. E. Wage 
Policy and the Health Service (Blackwell, 
1957). 

Davies, T. A. Lloyd. Practice of Industrial 
Medicine (second edition) (Churchill, 
1957). 

Dobson, J. and Wakely, C. Sir G. Buckston 
Browne (Livingstone, 1957). : 

Durham, W. Industrial Pension Schemes 
(Industrial Welfare Society, 1956). 

Evang, K. Health Services in Norway. 
(Oslo, Norwegian Joint Committee on 
International Social Policy, 1957). 

Frumkin, R. M. The Nurse as a Human 
Being* (Buffalo, University of Buffalo, 
1956). 


Association of Orthopaedic Physio- 
therapists.—The annual general meeting 
will be held at Harlow Wood Orthopaedic 
Hospital, near Mansfield, Notts., on Satur- 
day, September 28, from 10.30 a.m. Full 
details from the secretary of the Association, 
$4, Eccleston Square, London, S.W.1 
(Victoria 2928). 


Colindale Hospital, Hendon.—The nurses_ 


prizegiving and reunion will take place, on 
Wednesday, October 9, at 3 p.m. A cordial 
invitation is extended to all past members 
of the nursing staff. R.S.V.P. to matron. 
Elizabeth Garrett Anderson Hospital 
Nurses’ L e.—The annual reunion will 
be held on Saturday, October 19, at 3 p.m. 
There. will be a _ bring-and-buy stall. 
R.S.V.P. to Sister Hill at the hospital. 
National Association for Mental Health.— 
A conference on The Challenge of 
Mental Deficiency (to consider the relevant 
recommendations of the Royal Commiss “ae 
an 


on ‘the Law relating to Mental Illness 


. [By courtesy Josiah Wedgwood and Sons Ltd.] 

NURSE ADMINISTRATORS attending the refresher course at Birmingham Centre 

of Nursing Education visited the factory of Josiah Wedgwood and Sons Lid., Stoke-on- 
vent. Miss Hunt, chief nursing officer, Newcastle upon Tyne, acted as leader of the group. 


Getz, S. D. and Rees, E. L. The Mentally 
ios (Springfield, Illinois, Thomas, 


“Sos7). P. Genetics Made Easy (Rider, 

Hilliard, L. T. and Kirman, B. H. Mental 
Deficiency (Churchill, 1957). 

Lynch, T. I. Communicable Disease Nursing 
(second edition)* (St. Louis, Mosby, 1949). 

a K. Medical Treatment (Churchill, 

Medawar, P. B. The Uniqueness of the 
Individual (Methuen, 1957). 

Meiklejohn, A. The Life, Work and Times 
of Charles Turner Thackrah; surgeon and 
apothecary of Leeds, 1795-1833 (Living- 
stone, 1957). 

New York Academy of Medicine. Medicine 
in a Changing Society* (New York, Inter- 
national Universities Press, 1956). | 

Rosenthal, S. R. BCG Vaccination against 
Tuberculosis (Churchill, 1957). 

Schindel, L. Unexpected Reactions to 
Modern Therapeutics: Antibiotics (Heine- 
mann, 1957). 

Sellew, G. and Furfey, P. H. Sociology and 
its Use in Nursing Service (fourth 

edition)* (Philadelphia, Saunders, 1957). 


* American publication. ft Pamphlet. 
1 Reference 


Royat COLLEGE oF NURSING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
BELFAST: 6, College Gardens 


Coming Events 


Mental will be held at the 
Central Hall, Oldham Street, Manchester, 
on November 7 and 8. The conference will 
be opened at 10 a.m. on November 8 by the 
Minister of Health. Speakers will include 
Dr. Doreen Firmin, Dr. J. F. Galloway, Dr. 
N. O’Connor and Dr. D. H. H. Thomas who 
served as a member of the Royal Com- 
mission. es and tickets are 
available from the N.A.M.H., 39, Queen 
Anne Street, London, W.1. Members 25s., 
associates and non-members 30s. - 

Peppard Chest Hospital, Henley on Thames, 
Oxon.—The annual staff reunion and nurses 
prizegiving will be held on Saturday, 
October 5, from 3-6 p.m. Awards will 
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Appointments 


' Liverpool Royal Infirmary 

Miss REBECCA HAYNES, S.R.N., R.F.N,, 
S.C.M., S.T.DIP., has been appointed Pry. 
CIPAL TuToR. Miss Haynes took her genera] 
and midwifery training at Liverpool Royal 
Infirmary and fever training at Liverpool 
City Hospitals Group 11. After serving as 
theatre sister at Victoria Central Hospital, 
Wallasey, she returned to Liverpool Royal 
Infirmary where she was_ successively 
surgical ward sister, home sister and sister 
tutor. 


Occupational Health 


Miss Mary PATCHETT, S.R.N., IND.N. 
CERT., has been appointed SISTER-IN- 
CHARGE, Albert E. Reed Paper Group, 
Empire Mills, Greenhithe, Kent. Miss 
Patchett trained at the Mile End Hospital, 
E.1, and was staff nurse at the Northem 
(now Highlands) Hospital, Winchmore Hill, 
N.21, from 1944-46, and later theatre sister 
at the same hospital. She entered industrial 
nursing with British Insulated Callender’s 
Cables Ltd., where she served from 1947-57, 
She took up her new post on August 19. 


Sheffield Regional Hospital Board 

Miss DoROTHY STRINGFELLOW, S.R.N., 
S.C.M., has been appointed NURSING OFFICER 
for recruitment, to the Sheffield Regional 
Hospital Board, and took up her duties on 
August 1. Miss Stringfellow trained at the 
General Infirmary at Leeds and took her 
midwifery training at Leeds Maternity 
Hospital. She was charge nurse, operating 
theatre, at the General Infirmary at Leeds, 
ward sister, Harrogate General Hospital, 
and theatre sister at Seacroft Hospital, 
Leeds. After serving in the 0.A.I.M.N.S.(R), 
Miss Stringfellow returned to the General 
Infirmary at Leeds where she held posts as 
sister-in-charge, orthopaedic department, 
night sister and outpatient superintendent. 


Army Nurses 

The under-mentioned joined for first 
appointment as Lieutenants in Queen 
Alexandra’s Royal Army Nursing Corps on 
September 4, 1957. 

Miss J. A. Adams, Miss J. M. Bandy, Miss 
M. Collins, Miss S. M. Coupe, Miss W. D. 
Craigen, Miss M. E. Fewlass, Miss P. I. 
Foulser, Miss G. A. Gadd, Miss A. Gaule, 
Miss J. D. Gough, Miss R. E. Johnson, Miss 
S. M. Jones, Miss B. H. Laing, Miss A. J. 
Lawrie, Miss B. I. Mitchell, Miss M. F. 
Patten, Miss C. M. Sadler, Miss.E. Spence, 
Miss P. H. Turner, Miss M. R. Wolsten- 
holme, Miss A. M. Le Sueur. 


be presented by Dr. J. H. Harley Williams, 
secretary-general of the NAPT. A cordial 
invitation is extended to all former members 
of the staff. R.S.V.P. to matron, stating if 
overnight accommodation is required. 
Royal Society of Health.—London meet- 
ing. Conference on Mental Illness and Mental 
Deficiency. Speakers: Dr. J. Greenwood 
Wilson, medical officer of health, City and 
Port of London; Dr. A. Walk, physician 
superintendent, Cane Hill Hospital, Couls- 


don; Dr. D. H. H. Thomas, medical super- 


intendent, Cell Barnes Hospital, St. Albans, 
and Dr. C. W. J. Ingham, medical officer in 
charge of mental deficiency work, L.C.C. 


At Caxton Hall, Westminster, S.W.1, on 


Wednesday, October 9, at 10.30 a.m. 


The Royal Society for the Prevention of. 
. Accidents.—The National Safety Congress 


will be held in the Central Hall; Westminster, 
on October 15, 16’and-17. Details from 


-Ro.S.P.A.; Terminal House, 52, Grosvenor 


Gardens, London, S.W.1. 
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, L If you are a trained nurse, dedicate your 
service to the soldiers of the Queen. In return you 

will know adventure, travel, and the prestige of a 
commission. There is unlimited scope in Q.A.R.A.N.C. for 
advancement in many spheres in the profession, as well as to 
higher rank in the corps itself. Your service may take you 
to Paris, Singapore, Malaya, Hong Kong, Africa, 

Gibraltar, Bermuda, Malta, 

Jamaica, Germany, or on 
troopships. Write to 

the address below for 
illustrated leaflet giving 
full details of the 
opportunities that 

await you. 


MATRON -IN-CHIEF, 
WAR OFFICE 
(AMD4 / TN / 50/ 9) 
LONDON, S.W.I. 


every 
corner of 
the world... 


QUEEN ALEXANDRA’S ROYAL ARMY NURSING CORPS 
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( LIMITED ) 


Peter is the picture of health, isn’t he? But this is summer. 

What happens when winter comes? It’s because children 

don’t get enough sunshine all the year round that they need 
something extra to build up resistance against ills in winter. 

So hundreds of thousands of parents 

give their children Seven Seas Cod Liver Oil. 

Seven Seas is the finest source of Vitamin A—nature’s own 

protection against chest and respiratory infections. 

Seven Seas is also rich in Vitamin D—the natural sunshine 

vitamin that children need to build firm bones and strong teeth. 

Give your children sunshine, unlimited — all the year round. 

Give them each a teaspoonful of Seven Seas Cod Liver Oil 


every day, or give them Seven Seas in capsule form if preferred. 


In liquid form, or capsules in the new handy-pack dispenser. 
From 2/- at chemists everywhere. 


SevenSeas 


PURE COD LIVER OIL 


BUILDS HEALTH NATURALLY 
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NURSING 
SCHOOL. 
NEWS 


Left: QUEEN MARY’S HOSPITAL, 
SIDCUP. Seated left to right, sister tutor; 
Miss M. J. Marriott, matron, The Middlesex 
Hospital, who presented awards; Miss S. 
Mc Kenna, matron’s prize and Fulford cup, and 
Miss R. M. Hicks, matron. 


Above: BETHNAL GREEN HOSPITAL, E.2. Prizewinners with 

Sir Graham Rowlandson, chairman, North East Metropolitan Regional 

Hospital Board, who presented awards. Miss G. Toigo won the senior 
medical prize and Miss B. Brady the Greenwood Memorial prize. 


Right MOORHA VEN:.HOSPITAL, Ivybridge, Devon. Miss M. H. 

Cordiner, matron, Bristol Royal Infirmary, who presented the prizes, with 

Miss P. Moore, matron’s prize, Miss L. Doyle, tutor’s prize, and 
Mr. B. Perrott, chief male nurse’s prize. 


Newmarket General 
Hospital 


"T HE guest speaker was Mr. Aitken, m.P., 
and the prizes were presented by Mrs. 
Aitken. The following day, a Sunday, was 
open day at the hospital, and despite a 
local bus strike more than 700 people were 
shown round the main hospital departments. 
Among the prizewinners were Miss D. 
Macarthy, finalist’s prize and tutor’s prize; 
Miss J. Benstead, Howlett prize for surgery; 
Miss J. Rogers, medicine prize; Miss A. 
Kelly, anatomy medal (given by Mr. E. 
Jamieson, F.R.c.s.), and Miss D. Redhead, 
matron’s prize for practical nursing. 


GROUP Assistant Nurse Training School. 
Miss C. A. Smaldon, chief nursing officer 
and principal of the Queen Elizabeth School 
of Nursing, Birmingham, presented the 
awards. Miss G. Hardwick, Blackwell 


Bromsgrove Cottage Hospital, won the final 
examination prize. 
Left: FALKIRK AND DISTRICT 
ROYAL INFIRMARY. Prizes were 
presented by Miss M. D. Stewart, secretary, 
Royal College of Nursing Scottish Board. 
Miss Niven won the Dr. Hunter Memorial 
prize, and Mr. Mc Nab and Miss Summers 
theory and practice of nursing prizes. 


Above: MID-WORCESTERSHIRE 


Recovery Hospital, and Miss C. Orme, 
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UNTY HOS- 
PITAL, Brighton. 
Second from left, 
Miss I. H. Jung- 
wirt, bronze medal; 
matron; Miss J. C. 
Humphrey, gold 
medal; Miss Anna 
Neagle, who pre- 
sented the prizes, 
and Miss K. R. 
Wood- Higgs, silver 
medal. 


St. Margaret’s Hospital, Epping 


HE Countess Mountbatten of Burma 

presented the awards and afterwards 
delighted the nurses and guests with an 
informal and sympathetic address. Colonel 
F. C. Drake, 0.B.E., M.c., a senior liveryman 
of the Worshipful Company of Grocers 
handed the gold medal to Lady Mountbatten 
on behalf of the Company. 

Miss I. M. D. Higgins, a.R.R.c., matron, 
gave a report on the year’s progress in the 
hospital and training school, mentioning 
that 22 out of 23 entrants had passed the 
State final examinations, and 39 out of 40 
had passed the preliminary examination. 
Plans were on foot for the building of a 
recreation hall and various efforts were 
being made to raise funds for the purpose. 

The winner of the gold medal was Miss 
C. A. Parker who also received the prize for 
surgical nursing. Miss G. G. I. Losch was 
awarded the prize for the best practical 
nurse and most helpful colleague in her final 
year; she also won matron’s prize for 
practical nursing. Colonel Drake’s prize for 
the best practical nurse completing her first 
year was received by Miss M. Lancaster. 


Right! LINTON 


HOSF 
Maidstone. Centre, 
sister tutor, Sir G. 
Tyrwhitt-Drake, and 
matron. 


Left: ST. ALFEGE’S HOSPITAL, Greenwich. Front row, 

Mr. F. T. Wheen; Miss Kencaid, sister tutor; Miss M. M. 

Edwards, who presented the prizes, and Miss Anderson, matron. 
Miss W. O'Donnell won the silver medal. 


Above: ST. MARGARET’S HOSPITAL, Epping. Prizewinners, staff and guests. 


Below: ST. GILES’ HOSPITAL, Camberwell. Prizewinners with, centre, Miss 
V. Snelling, matron; Miss A. P. Dodd, silver medal, and Viscountess Monckion of Brenchley. 


St. Giles’ Hospital, Camberwell 


WARDS were presented by the Vis- 

countess Monckton of Brenchley, Miss 
V. Snelling, matron, reported an increase in 
student nurses and pupil midwives. Renova- 
tions in the hospital included provision of a 
waiting-room for relatives. Miss E. M. 
Spiller said that the introduction of the 
complete block system of training seemed to 


be successful but it was too soon to assess ~ 


results. 

Mrs. M. Cook, superintendent midwife, 
said that there were more prizewinners than 
usual because the pupil midwives had 
earned awards by extra good work. Monthly 
discussion between medical and nursing staff 
were in progress. The silver medal was won 
by Miss Anna Pracedes Dodd. 
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